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Foreword 



GRAHAM FENNELL 



Among those whose responsibility it is to concern themselves with ageing in 
contemporary society - as policy formulators or practitioners, as educators, 
writers and researchers, as people who care in the most general sense about 
what old age holds for people, or as individuals engaged in the care of an old 
person - preoccupations change or are superseded with the passage of time. 
Old questions are reformulated with fresh emphases, new questions are posed. 

Any list of the major preoccupations in the study of old age in this country 
over the last two decades would surely include the following. First, there has 
been a constant preoccupation with the fact of the ageing population structure 
itself and its wide social consequences: not only the provision of pensions and 
services for a potentially ‘dependent’ group, but the emergence for the first 
time in history of a large group of healthy, active pensioners for whom, for 
once, age might literally be opportunity. Can we vouchsafe to them (that is to 
say, to ourselves) a quality of life which matches the improvements in 
standards which have allowed so many people to survive the earlier hazards of 
life? 

Secondly, in this general context there has been an interest in the way families 
have related to changing demographic and social processes. This is a clear 
example of an issue which has been redefined as new knowledge has been 
created and new strands of thought have developed. Originally it was 
suggested that the wider family was in some sense dysfunctional in modem 
society; the logic of industrial capitalism was the pursuit of mobility and 
personal self-interest which acted as a solvent to loosen the bonds of 
generalised reciprocity which bind together kinship networks in simpler 
societies. The view was expressed (and still is expressed) that ‘families no 
longer cared’ for elderly relatives. Research sought to compare the reality with 
this imagery. A variety of studies showed on the one hand that the world of the 
elderly in pre-industrial Britain was far from a golden age and on the other 
that family care of elderly people today is a for tougher, more resilient and 
impressive phenomenon than had been supposed. The emphasis then changed 
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to demonstrating the role played by the family and the strains it suffered in 
coping with new pressures or urban redevelopment and changing 
transportation systems. More recently has come a preoccupation (stimulated 
by and reflected in the work of the Equal Opportunities Commission) with the 
possible patriarchal overtones of the usages family care or community care 
when what is meant by these terms is baldly redefined as woman care. 
Formulated more generally, the question has become one of examining the 
implications of the intersection of an ageing population structure with a 
society increasingly diverse in its forms of household formulation and 
dissolution (rising divorce rates, increasing numbers of single parent families) 
and pluralist in belief. 

A third preoccupation, the issue of what sort of accommodation should be 
provided for those elderly people who need it, is one which seems not so much 
to advance as to be subject to pendulum swings in both academic and 
practitioner opinion. The quality of care, or the lack of it, or the cost of it, in 
residential homes and hospitals surfaces and resurfaces; the question of 
specialised or generalised housing accommodation, integration or segregation 
are debated back and forth from one generation to another. 

Fourthly, there has been a concern about the quality and appropriateness of 
domiciliary services for elderly people and above all their variability from one 
place to another. There has been a search for innovative development - day 
care (for instance) seemed to represent this in the 1970s - and investigation of 
ways in which ‘informal’ care might be nurtured. 

People of very different political persuasions have been concerned about the 
ability of elderly people to exercise choice and maintain self-determination. 
One school of thought would stress how seriously choice is limited in the 
market place by the low incomes and resources of elderly people. Another 
school would emphasise the extent to which choice is pre-empted by the 
effective monopoly of the local state in the provision of services. On one point, 
however, different streams of political thought converge and that is in 
favouring the independence of elderly people and being willing to explore 
themes of ‘supported independence’ as contrasted with any systems which 
structure or reinforce dependency in old age. 

When the social stresses of change and development throw up new problems, 
social conflicts and competing solutions, there is a stimulus to research 
inquiry. An expansion of social research on elderly people took place in the 
second half of the 1970s, otherwise a neglected and unpopular field of study. 
The seminar on which this book of essays is based was designed to bring 
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together the accumulated findings of those projects and to extract a maximum 
return from them. Three techniques were used to maximise this return. First, a 
census of relevant projects was carried out and the findings made available to 
the writers and all those who participated in the seminar at the University of 
East Anglia in September 1982; secondly, the individual authors/presenters 
were charged to work with a small team of collaborators (not necessarily 
people they knew and not necessarily in areas of their own specialisation) to 
review and digest all the research material. Thirdly, these teams had to 
defend/present their interpretations to a large mixed audience many of whom 
had practical rather than research interests in the welfare of elderly people. 
These three features are briefly elaborated. 

As part of the early preparations made for the seminar, DHSS wrote to all 
social researchers who were known to have been recently engaged in studies of 
elderly people. They were invited to submit synopses of their work to a 
common format, including a 500 word summary of the main findings and 
recommendations. The resulting volume {Support for Elderly People Living in 
the Community: Synopses of Research funded by DHSS, DOE and other 
Agencies) is now generally available.* It covers 65 projects in detail with a 
briefer listing of a further 70. The writers of the essays made use of these 
synopses and, where appropriate, contacted individual researchers for 
additional information. 



Selection of the main speakers and essayists was undertaken by the working 
group of the Elderly Liaison Group within DHSS. They looked for evidence 
of commitment to the field of study, a capacity to review, synthesise and place 
in a wider context a range of materials, a willingness on the part of the 
speakers not only to discuss their own research but other people’s and to work 
with a small back-up team. The idea of a panel of helpers was novel: it was to 
assist the main speaker to review a wide range of material and give scope for 
rival interpretations to be argued out. It encouraged the presenters to depart 
from normal academic practice (that is, to focus on one’s own research rather 



than risk plagiarising others’) and to range, if necessary speculatively, beyond 
the immediate scope of any limited studies in which they themselves had been 
involved. In most cases the panels met at least twice before the seminar and 
participated in revisions of the written text arising from it. In some cases the 
chapters in this book are jointly authored by the lead presenter and panel; in 
others the speaker used the panel as a resource and a sounding board but took 
overall responsibility for producing the text. 



)ies are available from Dr G. Fennell, School of Economic and Social Studies, University of 
East Anglia, Norwich NR4 7TJ, price £2. Cheques should be made paystble to ‘The University of 
East Anglia’. 
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The seminar was attended by nearly 200 participants from a great variety of 
backgrounds. Approximately 50 were academics/researchers who had cont- 
ributed to the Synopses volume; others represented policy and field interests 
and voluntary organisations concerned with old people’s welfare. After each 
address by the main speaker and panel, points were argued from the floor and 
a record of these contributions kept. The authors were then invited to 
incorporate these points raised from the floor in revising their chapters for 
publication. 

The seminar was organised around 8 substantive plenary sessions, with Tilda 
Goldberg, Professor Grimley Evans and Professor Illsley taking respon- 
sibility for drawing together the whole and developing ideas for the future. 

The opening speakers at the seminar were charged to cover a broad sweep of 
material in the social and medical study of ageing to provide a context for the 
more detailed discussion of issues in service provision which were to follow. 
The social research team sought to differentiate the overly-homogenised and 
bland discussions of ‘the elderly’ which arise from the pressure to generalise 
and also to focus selectively on studies of ‘clients’ or ‘patients’ in old age but 
ignore the majority who for long periods are neither of these. The medical 
team took the Encyclopaedia of Ignorance as their model, asking the great 
unanswered questions and showing how much work there is still to do before 
we understand even why people die as opposed to how they live. Both these 
introductory sessions, introduced by Dr Fennell on social aspects and 
Profesor Isaacs on medical dimensions, were concerned with the future 
boundaries of the possible, given the limitations of the knowledge we 
presently possess. 

Part II of the book comprises three chapters under the rubric ‘Objectives and 
Realities in Community Care’. Dr Tinker and her collaborators examine the 
overall objectives of improving the quality of life and promoting the 
independence of elderly people. Clearly, the provision of social services is but 
one part of this very broad field and provides a necessary backcloth against 
which issues in community care can be set. Isobel Allen brings together for the 
first time, through instructive use of the Socratic question technique, the 
growing literature and concern about ‘informal’ carers: the great volume of 
support which hitherto has been largely taken for granted and which now has 
to be regarded as a variable rather than a constant. Malcolm Johnson and his 
team analyse the other side of the equation, the realities and potential of 
‘community care’ with an emphasis on the statutory social services. 

A range of special topics was discussed by the seminar and they are grouped 
into Part III of the book. Staying independent, being cared for or supporting 
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someone else’s independence are all vitally affected by the built environment 
we construct for ourselves. Alan Butler headed the team which examined this 
issue. A yet more specialised and contentious topic is the care of mentally ill 
elderly people. It arouses considerable interest and anxiety among informal 
and formal carers alike and can generate polemical discussion between those 
who feel that dementia is the most acid test of our caring capacity and those 
who are anxious that we do not succumb to a moral panic on the subject. Dr 
Bergmann was the obvious choice to lead the team who have all been 
researching different aspects of this contentious territory. 

Treated as a special aspect, but in fact underpinning all other discussions, is 
the subject of resource implications. Here the well known teams from the 
Universities of Kent and York combined under Professor Williams to provide 
both a layman’s guide to and a searching critique of the economic aspects of 
community care options which they have done so much in recent years to 
unravel. 

Summary and reflective sessions on the theme of ‘where do we go from here?’ 
were led from their respective perspectives by Professor Illsley, Professor 
Grimley Evans and Tilda Goldberg. At the seminar they had to respond 
impromptu to the proceedings, which they did with great verve and insight. In 
the interval in which the other essays were revised for publication, Professor 
Illsley has prepared a paper on the contribution of research to the 
development of practice and policy and Miss Goldberg one on some current 
and future issues in the social care of elderly people. Together they bind this 
set of essays into a volume in which each individual chapter provides a 
distinguished and pertinent review of contemporary research and issues and 
where the whole is focused on the vital common theme of supported 
independence for elderly people living in the community. 
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PART I 

Introductory perspectives 
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1 The contribution of research to the development of 
practice and policy RAYMOND ILLSLEY 



Never before has so much research been concentrated upon elderly people. 
The ideas and the knowledge presented in this volume represent the selected 
first fruits of a research programme mounted 10 years ago by DHSS through 
its Chief Scientist’s organisation; it has been accompanied by an equivalent 
volume of research funded by other organisations and by a parallel growth in 
other developed nations. This upsurge of research on a previously neglected 
and unfashionable set of topics is both a statement and an expectation. The 
statement is that the elderly constitute some kind of problem - to society, 
governments and services, to their families, and perhaps to themselves. The 
expectation is that research, by creating new knowledge, can help in the 
solution of problems. One outstanding concept emerging in the following 
chapters is that of diversity. ‘The elderly’ re-appear, after the completion of 
this research, as an aggregation of a very large number of distinct or 
overlapping groups of individuals created by their own past history and by the 
historical events through which they have lived, very different from each other 
in age, family circumstances, resources and living environments, with a 
diversity of expectations, problems and pathologies ranging from a 
substantial majority whose problems and pathologies are qualitatively no 
different from those of younger adults to a minority of extremely vulnerable, 
sick or infirm persons needing total care. 

There is nothing inherently startling in this conclusion; it is probably part of 
the background knowledge of lay people and of professionals existing in close 
touch with local social life. It is nevertheless extremely important in the 
definition of policy and the organisation and delivery of supporting services. 
Fennell, Phillipson and Wenger point out that “the ‘typical’ old person in 
Britain had come to be thought of as: suffering from poor health, poorly 
housed, living alone on an inadequate income; lonely; socially isolated and 
frequently perceived as a burden by her immediate social network”. Policies 
based on such images of elderly persons and of ‘the problem of the elderly’ 
would be not merely mis~in formed but frightening in their resource 
implications, their ineffectiveness and their inefficiency. It is itself an 
interesting question as to how such stereotypes emerge, are tacitly accepted as 
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truthful in the face of everyday experience, and become the starting-points for 
problem-formulation. This question is not answered in these pages although it 
is frequently raised because the same process of disaggregation of a problem 
or of a category arises many times. Johnson does a similar job for the notions 
of care, community and community care. Allen and Levin among others 
disaggregate the broad category called ‘carers’, Isaacs and Williamson apply 
similar reasoning to biological states and abnormalities, Tinker for quality of 
life and dependency and Butler for ideas about integration and segregation. 

These findings illustrate one of the major contributions which research makes 
to policy and practice. Wider than the business of disaggregation mentioned 
above, it amounts to a process of continuous re-definition and re-formulation 
based on the critical examination of previous concepts and theories, the re- 
interpretation of data and the advancement of revised or alternative 
explanations better able to encompass the available set of knowledge. As it 
appears in the present instance it is essentially a collective rather than an 
individual exercise. Whilst the boundary between theoretical development 
and applied research is wide and fuzzy, most of the research funded by 
Government Chief Scientist organisations leans towards application. At the 
same time, at the best, it draws upon the general body of research, including 
historical, theoretical and synthetic work undertaken with less practical aims. 
Good examples of this process referred to throughout this book have been the 
gradual re-interpretation of the historical role of the family in the care of its 
elderly members, the over-turning of “the myth of the multi-generational all 
caring family of the past and its uncaring successor of the present”, and the 
demonstration of the impact on elderly people of the lifestyles and resources 
of their past lives into the coping styles and problems of the present. Equally 
important has been the research, often of an historical nature, suggesting that 
the societal problems created by a large elderly population are a social 
construction (a sociological concept derived from work on other populations 
and problems) deriving from economic and technological change, from 
pension policies and from compulsory retirement. These, and many other 
examples, are derivatives from long-term theoretically based knowledge 
development - itself evident from the wide reference sources used by the 
authors. Yet they have immense implications for the direction of policy and 
the effective and economical use of resources. 

Without detailed historical research it is often difficult to trace the origin of 
ideas in current usage, how far they result from research itself or how far 
research workers take up, elaborate and conceptualise events and movements 
stemming from economic, political and cultural change. Community care has 
at times been seen as a research invention; the balance of evidence (see 
Johnson) suggests that it derived from institutional imperatives, was grasped 
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by political and professional policy makers and has been examined and 
critically evaluated by research workers. ‘Self-care’, an undeniably ideological 
concept, again deri ved from other fields and particularly community medicine 
and the women’s movements, which fitted alongside the community care 
notion and has been espoused by policy and service agencies. It is currently 
being unpicked in research studies which are separating out its heterogeneous 
components - self-care, self-help, mutual support, family care, neighbour- 
liness, informal support, community care, care in the community etc. In the 
process ideas with considerable social force are being made more specific and 
more amenable to policy and service implementation. At this stage it is 
difficult to interpret how far the notion of the social construction of old age is 
itself a new social construction based on external imperatives, and how far it is 
research-led, or more likely the kind of interweaving mentioned above. As the 
conventionally defined period of old age increases through longer survival 
into the 80s and 90s and through the compulsory thrusting of workers into 
retirement in their fifties, it becomes increasingly difficult to perceive a 30-year 
age band as a single category and unrealistic in either social, financial, or other 
resource terms, to treat them as a single category. At the other end of the age- 
scale the categorisation is much more precise from newborn, infants, children 
through adolescents and young adults to parents, each category having 
specific services focused upon them - yet the age-range does not now differ 
greatly. There is much evidence in this volume that more precise 
categorisation tied to service delivery has begun to emerge. Isaacs, Pike and 
Williamson define a pre-death category with specific needs and treatments 
and discussion at the seminar drew attention to the possibilities of screening, 
counselling and health education somewhat reminiscent of the earlier stages 
of life. 

Most of the far-reaching ideas so far discussed have both policy and practical 
implications. As Williams remarked in the seminar, the quick and dirty 
research undertaken for immediate service ends often depends on the ‘good’ 
research done five years earlier. The difficulty of disentangling the contri- 
butions of different kinds of research persists in considering work starting 
with a service orientation. This is not perhaps surprising in relation to such 
difficult concepts as objectives and outcomes. On the one hand it is clear that 
without the empirical study of services and of their perception by clients and 
carers much of the information and some of the perspectives at our disposal 
would scarcely arise. On the other hand they, too, are much influenced by 
theoretical and conceptual work. The seminar discussion on the objectives of 
social policy and practice centred around the themes of improving the quality 
of life and of promoting independence. Down-to-earth examples and 
suggestions arose relating to housing schemes, mortgage arrangements, 
prevention of hypothermia, transport, control of household budgets in Part 
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Ill accommodation, sensitivity training for residential staff, the dependence 
potentially created by the provision of wardens and alarm systems etc. Such 
practical concerns, however, were inextricably mixed with more ideological 
and/or theoretical concerns about the nature and the measurement of the 
quality of life, about the relative importance of social relationships, health and 
income to elderly people, about whose judgements of the quality of life should 
count and whether the promotion of independence always improves the 
quality of life. Butler’s work on integration or segregation in housing for the 
elderly and the relative advantages of ‘staying put’, moving house or living in 
sheltered housing inevitably raised similar questions about the components of 
life-satisfaction and about the meaningfulness of individual choice in a 
collective housing provision based on decisions by policy-makers and 
professionals. The discussion on promoting independence raised even more 
fundamental questions about exchange relationships and the importance of 
being able to give as well as to receive, about the denial of work to the elderly 
and about how far choice and independence were bound up with earlier life 
histories, with control of resources and with social policy in other sectors of 
society and the economy other than those dealing directly with health and 
social services. My own conclusion, to which I shall return, is that in matters 
relating to the process of ageing, the lifestyles, relationships and problems of 
elderly people, and the desirable objectives and outcomes of policy and service 
provision, the constant moving backwards and forwards between 
fundamental and applied research is both inevitable and necessary. 

Such constant interweaving is less evident in the contributions (and the 
discussion) relating to the mechanisms of policy implementation. Three 
themes received particular attention: 

- the apparent inability of organisations and professionals to work together 
to make policy stick; 

- the relative absence of evaluative work involving criteria of cost- 
effectiveness; 

- the inadequacy of mechanisms for disseminating useful information to 
local decision-makers and practitioners. 

There is already a vast literature on the separatist tendencies of organisations 
and professionals - each of which seems impelled to operate within its specific 
terms of reference, applying criteria specific to its task and skills and unable to 
sacrifice its autonomy (and resources) to a collective policy and programme of 
action. This has been a favourite theme for Ph.D. dissertations in sociology 
for many years and particularly since the professional-bashing activities of the 
1960s. Specialisation has brought advantages within many fields and has been 
re-inforced by its institutionalisation in professional associations and trade 
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unions with their protective tendency to demarcate areas of influence, to 
colonise new fields and to dump responsibilities which no longer bring 
rewards of status, power and income. Specialisation and separatism are both 
manifestations of the same phenomenon. New terms have emerged to describe 
counter-tendencies - liaison, joint action, teamwork - but more often than not 
they stand as diagnoses of the problem rather than descriptions of current 
reality. It seems likely that we have now passed the stage at which further 
demonstration of the problem by research workers is useful. There may 
however be profit in studying instances in which action has been taken 
successfully to overcome what Williams described as “pulling every which 
way”. Williams (and Muir Gray throughout the discussions) asked for 
experiment tied to financial incentives and evaluation. 

Williams is particularly pessimistic about evaluation which he sees as 
confronting a hostile environment from both policy makers (who “don’t want 
to know and can’t wait”) and service providers. Evaluative work has become 
more common in the last decade but its scope and bite is limited. Policy 
makers at higher levels who wish research workers to evaluate other people’s 
activities shy away from its application to their own sphere; at service 
provision levels evaluation most frequently consists of descriptive work. It 
may provide answers to questions posed by service providers such as “am I 
achieving what I set out to do and are there unforeseen consequences?” It is 
only rarely comparative and even more rarely comparative in terms of direct 
and indirect costs. Whilst current descriptive techniques need to be applied 
with increasing frequency, comparative evaluation of experimental packages 
and delivery mechanisms applying cost-effectiveness criteria must surely be a 
priority for research in the next decade. If so, research workers will have to be 
introduced earlier into plans for innovation and they will need protective 
support in Williams’ hostile environment. 

Dissemination remains a problem. Part of that problem stems from the 
strength of professional and organisational autonomy and separatism 
mentioned earlier. There is, however, a major translation difficulty. Central 
policy makers commission work relevant to their perception of what is 
important; research workers respond in their own terminology, within their 
own conceptual framework, to their own audiences as well as to policy- 
makers. The local policy-maker and practitioner has neither his own research 
force nor a mediator between academic and policy generalisation and his own 
contextual needs. The answers need to be sought in at least three ways: 

- research funders should regard it as important to build up stable teams of 
more secure staff who stay long enough to exploit their work instead of 
rushing to the next (insecure) job; 
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- local health authorities should be encouraged to spend just one per cent of 
their budget on applied research focused on their area problems; 

- the budgets of service providers should be structured to give them an 
incentive for systematic innovation and evaluation. 

A decade ago health and social services research barely existed. The evidence 
of this volume, itself merely aselection, gives cause for satisfaction. It presents 
a range and depth of research on the elderly and on support in the community 
unthinkable in 1974. The cruder categories and questions of ten years ago 
have been re-defmed, refined and reformulated. They have been related to a 
wider body of knowledge; contributions have been made to theories which are 
now more firmly based on first-hand data; greater understanding has been 
achieved of processes and relationships in the life of elderly people and in the 
working of health and social services at policy and practice levels. 

There are inevitable gaps, some of which have been discussed above and more 
are identified and discussed in greater detail in succeeding chapters. An 
impressive research capacity has been built up to deal with those gaps and to 
take the issues further. I draw some conclusions from the creation of this field 
if knowledge. For me the most important has been the benefit gained from the 
iterweaving of theories, concepts, problems and data generated across the 
indamental/applied continuum. The common ground, at least in the long 
un, between policy-makers and academics, between the Chief Scientist 
organisations and the Research Councils and Universities is substantial and 
important. This, of course, carries the implication that Government 
Departments should have an interest in ensuring that research capacity in the 
UGC/Research Council sector is strong and capable of bearing the demands 
made upon it. 

Development at the practice end appears, on the evidence of this example, to 
have been less impressive. Experimental, action, and evaluative research has 
encountered many difficulties, fewer opportunities have presented them- 
selves, access has been limited and research workers have been discouraged. 
There are many reasons: access to citizens is less complicated than access to 
services or professionals and has a longer academic tradition; central policy- 
makers, with research funds at their disposal, find it easier to recruit research 
teams to answer their kind of questions and can see health and social services 
research as an easy and useful ally in their policy and managerial 
responsibilities. Local policy-makers and practitioners do not have such 
direct access to research funds or to research staff, they have no clear 
incentives and may on the contrary feel threatened. Whilst it is relatively easy 
and speedy to mount a population study, evaluative and experimental work 
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depends on early knowledge of opportunities, on trustful (and therefore 
perhaps long-term) relationships between researchers and practitioners and 
on complex technical arrangements. If, as I think, a shift in emphasis is 
required in the next phase of research from population study to the evaluation 
of service structures and professional and organisational activity, a 
corresponding shift is also indicated in the balance of responsibility for 
research and participation in research towards the local and practice levels. 
Similar considerations apply to problems of dissemination and exploitation of 
research findings. 

The last decade has also seen the emergence and strengthening of research 
teams or units and their associated research programmes. They confronted a 
wide field of enquiry and it was relatively easy to identify interesting questions 
and produce novel findings. The next phase will inevitably be more focused 
and should attempt to be cumulative. This puts a premium upon experience 
and expertise, upon stability and continuity both for individual research 
workers and for research teams, rather than the recruitment of temporary 
workers for ad hoc projects. The need to build long-term trusting relation- 
ships between researchers and local organisations and practitioners points in 
the same direction. Cogent demands have been made for some form of longi- 
tudinal research on populations of elderly persons; the case is at least as strong 
for the longitudinal study of policy implementation, innovation, evaluation 
and adaptation by strong stable teams in selected locations. 
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2 The process of ageing: social aspects 

GRAHAM FENNELL 
CHRIS PHILLIPSON 
CLARE WENGER 



Growing older involves two dimensions: what happens to us physically and 
what happens to us socially. What happens to us physically will be discussed in 
the next chapter; in this one we discuss some of the social aspects of the process 
of ageing. In one sense, the ageing process begins at the moment of birth but in 
our culture ‘ageing’ has come to be understood as the decline of old age. 

There are problems, however, in talking about the ageing process, even if we 
limit ourselves to our own cultural context and leave aside for a moment the 
fact that other societies define and react to age differently. If we follow the 
convention of accepting the age of 65 as the threshold of old age and treat 
everyone over this age as elderly, the most immediately apparent fact is the 
wide variation in manifestations of the ageing process. Not only are there 
differences between men and women and between social classes (reflecting the 
effects of health and resources) but differences also occur in life cycles, past 
history, attitudes, personalities and both the ability to adapt and the nature of 
adaptation. 

Most of what we claim to know about elderly people has been based upon 
large sample research, much of which has been policy oriented and has relied 
heavily on quantitative methods. Such research, with a few notable 
exceptions, has been of the ‘hit-and-run’ variety - a snapshot approach to one 
sample of old people at one moment in time. Because of its problem 
orientation, much of this research has concentrated on more vulnerable 
groups, frequently clients of social services departments, rather than on the 
elderly population in general. Longitudinal and qualitative scientific studies 
have been scarce as have studies of the experiences of norma! ageing. In other 
words, the social process of ageing has rarely been studied systematically. 

In the light of this, our own approach is to look at the process of ageing at two 
different levels: firstly, in terms of political and economic factors; secondly, 
the experience of elderly people within their own families and home 
communities. At various points in our analysis we shall use the term social 
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construction of old age. By this we mean the way growing old comes to be 
defined and categorised within social institutions. We shall analyse political 
and economic forces in the experience of old age; identify factors which affect 
relationships with elderly people; and review social influences on the way 
older people perceive themselves. 

Our discussion will draw upon the general corpus of social research on ‘the 
elderly’, looking at older people in general, rather than the minority who are 
clients, customers or patients of the social and health services. Paradoxically, 
an underlying theme amid the sweeping generalisations is a plea for 
differentiation and an argument for more complex modelling than current 
research or linguistic usage allows. 



STEREOTYPES OF OLD AGE 

The particular social construction of the elderly population in our own society 
determines the stereotypes of old people which develop. At the same time, 
tereotypes are modified or reinforced by experience. Professionals in the 
ealth and social services come into contact primarily with old people who are 
1 or neglected or whose families can for a number of reasons no longer 
upport them. Thus their images of ageing are negatively reinforced and their 
Derceptions of the problems of old age more pessimistic than those whose own 
amily members, though old, are competent and happy and lead them to 
ninimise the problems of old age. Neither of these stereotypes reflects the 
:ruth since neither encompasses the wide variation which exists. 
Unfortunately, the opinions of professionals are not only more frequently 
tired but carry the power of authority and thus a generally negative image of 
old age has found its way into popular culture. 

The ‘typical’ old person in Britain has therefore come to be thought of as: 
suffering from poor health; poorly housed; living alone on an inadequate 
ncome; lonely; socially isolated; and frequently perceived as a burden. A 
survey of European newspapers and television shows that the aged are 
portrayed as mentally and physically dependent; as a special kind of consumer 
to be wooed; or as aggressive complainers.* 1 ! This negative stereotype seems to 
be far more widely accepted than it deserves, u 5 and there is evidence that by 
the time they are fifteen years old, most children have a negative image of old 
age. !:?! This portrait of old age has been strengthened by an additional 
stereotype, one which compares a supposed lack of support given by family 
and community nowadays with the nurture and care assumed as characteristic 
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of previous historical periods. With this perspective, the actual experience of 
growing old has often been lost (or, at the very least, simplified to an excessive 
degree). 

Fortunately, sufficient research is now available to allow a reassessment of 
those stereotypes. For example, historians concerned with the transition from 
a rural to an industrial society,* 4 ' or the study of single communities in 
regions,* 31 or the experience of wage labour,* 6 ’ have focused upon the 
insecurities accompanying old age and the possibility that financial and social 
support for elderly people was not invariably forthcoming in earlier 
generations. Moreover, they have pointed to the differences between our own 
period and that of the past. Peter Laslett, for example, sees the present 
situation in respect of ageing as ‘historically novel’. He comments: 

If the aged in our generation and in our society present a ‘problem to be 
solved’, it is a problem which has never been solved in the past, because it 
did not then exist . . . Our situation remains irreducibly novel: it calls for 
invention rather than imitation. 1 7) 

In this analysis, the stereotype of a ‘golden past’ may be seen as hampering 
innovation in social policies while politicians at local and national level 
deplore the supposed decline of family or community sentiment. Indeed, the 
persistence of this particular stereotype may itself be part of a complex process 
for controlling and rationalising the quantity of resources which elderly 
people receive: failure to reform is ‘explained’ by what are deemed to be the 
structural limitations of an industrial society. 

Stereotypes of old age must also be revised given studies which demonstrate 
that rapid changes may occur in respect of social definitions of old age. The 
new American historiography of ageing has explored this theme in 
considerable depth. Aschenbaum, in an examination of a 50 year period 
(1865-1914), suggests that in American society definitions changed from an 
idealisation of the state of old age, to an emphasis on physical and mental 
deterioration in later life. He argues that: 

A preliminary profile of changing attitudes . . . emerges from a 
consideration of four factors: the ageing of the population; new scientific 
research into the physiological and psychological aspects of senescence; a 
deliberate effort by big business to retire workers arbitrarily at sixty-five; 
and the emergence of a cult of youth, 18 ’ 

In this analysis, attitudes toward old age reflect the ‘interplay of cultural and 
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structural phenomena’. 19 ’ Later in this chapter, we shall explore the 
development of attitudes and relationships at the micro-level of family and 
community. For the moment, however, we examine the construction of old 
age as part of a political and economic process. 



THE CONSTRUCTION OF OLD AGE: 1940-1980 

Over the past decade a number of researchers have contributed to an 
interpretation of ageing at the macro-level - Estes in the USA; (10) Townsend 
and Walker in Britain;® U) and Guillemard and Gaullier in France.* 12 ’ 
Townsend argues the following position: 

Society creates the framework of institutions and rules within which the 
general problems of the elderly emerge and, indeed, are manufactured. 
Decisions are being taken every day, in the management and development 
of social institutions, which govern the position which the elderly occupy in 
national life, and these also contribute powerfully to the public 
consciousness of different meanings of ageing and old age.® 13 ’ 

Similarly, Estes and others distinguish their own structural approach from the 
more conventional individualistic perspective on ageing: 

. . . the structural view of ageing starts with the proposition that the status 
and resources of the elderly, and even the trajectory of the ageing process 
itself, are conditioned by one’s location in the social structure and the 
economic and political factors that affect it. The dependency of the elderly 
is to be understood in the labour market and the social relations that it 
produces - and these as they change with age.® 14 ’ 

This type of approach has awakened interest in the relationship between age 
inequalities and gender, race and class. The links between old age and social 
class remain highly problematic although American writers such as Dowd* 15 ’ 
and Estes® 16 ’ have made some attempt to clear the conceptual ground. Interest 
in the role of gender has led to some important work in Britain, for instance 
that of Willcocks (relating women’s experience in residential homes to their 
ubordinate role in the community);® 1 '’ Evers (discussing differences in the 
/ay nurses perceive male and female geriatric patients);* 18 ’ and Peace (a 
.etailed comparative survey of the status of older women). 119 ’ 

For our purposes the most important contribution of a political economy 
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approach has been to deepen our understanding of the way old age is 
perceived at the level of government and related institutions, plus a 
corresponding analysis of the influence of state intervention on attitudes 
toward old age. Research has now clarified a number of distinct periods in the 
evolution of policies and attitudes. In France, Xavier Gaullier, examining the 
period since 1945, has identified three formative periods in the social 
construction of old age: first, old age as a period of dependency (in the 1950s): 
as a period of activity (in the 1960s and early 1970s): finally, as a period 
dominated ^ by the economy and unemployment (from the late 1970s 
onwards). 1205 Of this last period, Gaullier writes: 

An individual is declared ‘old’ by authorities responsible for employment 
and rejected definitively from the job market uniquely on account of his 
age, regardless of his state of health, his biological or psychological ageing 
. . . There is no longer a promotion of a way of life but rather the payment of 
allowances to the unemployed . . . For a long time old age policy favoured 
the social insertion of the elderly, the new policy brutally excludes them 
from social life. 5 



Phillipson’s British study identified a close relationship between the economy 
and policies and ideologies concerning retirement. In periods of recession (in 
the 1930s and at present) there are attempts to remove older people from 
employment, through a combination of state encouragement and private 
capital. On the other hand, in periods of labour shortage (e.g. the 1950s) 
initiatives are taken to retain elderly workers in the labour market. This has 
two consequences: firstly, a reaffirmation of the ‘value’ and ‘capabilities’ of 
older workers; secondly, an upsurge of concern about the trauma of an 
unwanted retirement.* 225 



Thus, concepts of ageing and retirement may vary considerably across 
different historical periods. The same point can also be applied to the 
construction of welfare policies directed at the elderly, 1235 In a British study 
Robin Means has analysed state perceptions of residential care for elderly 
people in the period 1929-1948. He attempts to trace a causal connection 
etween changes in policies towards the frail elderly and economic and social 
pressures. A highly critical perspective on welfare has emerged in Estes’ 
analysis of the 1965 ‘Older Americans’ Act which she interprets as an attempt 
to reassure the public that something is being done for the elderly, whilst at the 
same time providing a policy which would have least impact on existing 
power arrangements within society’. 1255 The problems of elderly people were 
viewed primarily in terms of more efficient planning and co-ordination of 
existing services and development of more refined managerial techniques. 
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Estes argues that support for this approach, despite its known weaknesses for 
tackling social problems, permitted ‘the larger deficiencies of the social system 
to be ignored, thus contributing to the maintenance of existing class, status 
and power distributions in the population’. 126 * Moreover, it provided a 
rationale for the growth of agencies concerned with servicing the elderly, 
legitimating the activities of professional workers in those agencies. 

Other resources which explore political and economic factors in the process of 
ageing include Graebner’s historical perspective on retirement, one which 
shows ‘that it has meant different things to different sections of American 
society at different times’; 127 * Myles’ study of the aged in the welfare state, an 
analysis which relates the emergence of pensions and compulsory retirement 
to changes in the labour process; 128 * finally, Brown’s doctoral dissertation on 
the evolution of residential homes provides a detailed case study of the twists 
and turns in British government policy during the 1950s and early 1960s.'”' 1 

These various studies provide a basis for understanding how social 
institutions have shaped the way we think about an event such as retirement; 
or an experience such as entering a home for the elderly; or the broad 
dimensions of growing old. They are supported by a substantial literature 
which has examined the social construction of key experiences and 
relationships within the field of ageing. 

The social construction of old age and negative stereotypes of old people 
create and reflect perceptions of the material and social resources of the 
elderly. It seems important to re-examine these constructs in the light of 
research findings in order to disentangle myth from reality about the meaning 
for individuals of the process of ageing. Much of the following discussion is 
necessarily based on studies reflecting one moment in time and therefore in 
many instances might be described more accurately as the correlates of ageing 
rather than the process. However, we have tried wherever possible to 
emphasise two important aspects: 

1 the changes which appear to accompany increasing age; 

2 the nature of variation within the elderly population. 

We shall first examine the question of poverty in old age as a reflection of the 
material resources of the elderly. 
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the experiences of poverty 



The extent of material deprivation in old age has been a persistent theme in 
post-war social research. Major studies have been conducted by Cole and 
Utting in 1962 ,' m Townsend and Wedderburn in 1965, (3I) Ministry of 
Pensions and National Insurance in 1966, <32) Layard, et al. in 1978 (33) and 
Townsend in 1979. (34) With the New Pensions Scheme having a very limited 
impact over the next 20 years, the risk of poverty will remain for those without 
access to a substantial occupational pension (particularly women and 
unskilled and semi-skilled workers). Of course, improvements in state pension 
schemes are the outcome of the political process, with electoral considerations 
an important variable in the size and timing of upratings to the basic 
pension/" 1 

A number of social factors appear to influence the distribution of financial 
rewards in old age. Gender is a major source of differentiation, poverty in old 
age being experienced most acutely by women (widowhood often reduces 
income by 50 per cent or more). Townsend’s research has related living 
standards in old age to lifelong as well as present class position. On the matter 
of capital assets his data showed that: 

As many as a quai tei of elderly people from non-manual occupations, 
whose fathers had also held non-manual occupations, had net assets of 
£10,000 or more, and a half £5,000 or more, compared with 0% and 2% of 
those at the other end of the occupational scale/ 3 * 1 



This concern with social origins reflects an attempt to relate poverty less to old 
age itself, more to factors which may have been present at earlier periods in the 
life-cycle. Indeed, there is an argument that inequalities may actually increase 
as the individual enters old age. In the words of two French researchers: 



Retirement accentuates the difference and highlights the especially 
disadvantaged categories, the ‘mal proteges’ (ill-protected), the small 
farmers and agricultural workers, the small firms in industry and 
commerce, and persons in the service occupations, who obtained 
compensation allowances only very late. The position of women, and 
particularly of very old women, who represent the largest section of the 
pooi, is even worse. The most important factors in pauperisation - being a 
woman, being old, having low qualifications, living in a z.one with low 
urbanisation - have a cumulative effect and create a considerable number of 
paupers’; social welfare workers call them social assistance cases, the risk 
population or simply their target group/ 371 
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The imposition of retirement is held by many to be a crucial factor in the 
experience of poverty. (38) Again, historical studies point to the social 
construction of compulsory retirement, the exclusion of older workers being 
accelerated in periods of mass unemployment. The intensification of age 
barriers to employment has not been accompanied by corresponding 
improvements in the levels of state pensions. This factor confirms in the eyes 
of many people the low esteem attached to retirement. Yet we must recognise 
the class dimension in this phase of life. For the middle class retiree there is an 
expanding consumer market, particularly in the areas of housing and leisure. 
This is supported by numerous manuals, magazines and (for some) retirement 
courses, 19 ' all of which stress the possibility of greater freedom and choice 
when released from the pressures and responsibilities of work. For many 
working class people, however, growing old may entail additional economic 
deprivation, particularly with loss of a partner. Such experience is likely to 
reduce their participation in the new consumerism of old age. 



THE SOCIAL RESOURCES OF OLD AGE 

We now turn to what might be termed the social resources of old age, using 
this as shorthand for the potential social interaction and support available to 
elderly people in their social environment. This includes the local community, 
family, friends and neighbours. 



Community 

At any one time 95% of the population who are over 65 are living in the 
community - ie not in residential care in hospitals or homes. In Audrey Hunt’s 
survey of 1976, most claim to be in good health and nine out of ten were able to 
go out unassisted.* 40 1 Government policy has recently re-emphasised the role 
of the family and the community in the support of the old. It is perhaps 
worthwhile, therefore, to present some of what we know about the ageing 
process in the community context. For instance, does it make a difference to 
the elderly whether they live in an urban or a rural environment? In this 
country it often seems to be assumed that life in rural communities is more 
benign, that the countryside represents stability in a changing world, while 
urban settings are less stable, more threatening and hostile places in which to 
grow old because of the breakdown of traditional patterns of extended family 
support? 40 On the other hand, anxieties have been expressed regarding the 
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shortfall and standards of service provision in rural areas in comparison with 
urban centres. 



Retiring to the country or seaside has been a dream for many people This 
together with the movement of the young to the cities, means that many 
coastal and rural areas have higher concentrations of elderly people in the 
population. However, recent research on old people in both rural and urban 
contexts demonstrates that in general the elderly populations are demo- 
graphically very similar. 1 ' Availability of, proximity to, and contact with 
children and siblings is comparable.* 431 However, satisfaction with the level of 
contact is far higher in the rural environment. 



These findings support researchers in the United States who have found that 
in spite of greater objective deprivation, elderly people in rural areas 
consistently register higher levels of satisfaction than their urban 
counterparts. ' Likewise, social networks in rural areas of Canada have been 
found to include more friends and neighbours while urban networks have a 
kinship core, with peripheral friendships.* 451 

The overall indications ai c that social support and caring is the norm, whether 
in an urban or rural environment, although there may be some variation 
according to the stability of the neighbourhood.* 461 The experience of growing 
older in a community where the population is stable may be quite different 
from that in communities which are expanding and contracting.* 471 While 
there are data to indicate that less effective networks exist in the decaying 
inner city of London 1 these have been based on a very small sample (n=40) 
Studies in the United States have pointed to the development of relationships 
of concern within the inner city even among the most alienated elderly in 
single occupancy rooming houses.* 491 There is some indication that urban 
dwellers are more dependent than rural residents on family resources rather 
than other informal sources of care.* 501 While accepting the presence of active 
informal support in both rural and urban contexts, one study of care networks 
has demonstrated a wide range of variation in patterns of response.* 5 11 And a 
study of neighbourliness among elderly people has also shown different 
patterns occurring in three urban neighbourhoods.* 521 Differences therefore 
appear to be more likely in terms of style and degree rather than in terms of the 
existence or non-existence of support. 



Family 

The overwhelming weight of evidence demonstrates that for the majority of 
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elderly people, the family has been and remains central in terms of the 
preservation of positive self-image and as the primary source of help in 
crisis. 1531 In spite of these repeated findings, however, claims are still made that 
many elderly people are without support.* 54 * The primary reason for this seems 
to be that much research has been concentrated on the role of children in the 
lives of the elderly. The fact that approximately one-third of the elderly are 
childless and one-third live alone has frequently been interpreted as evidence 
of an absence of potential support. But old people are spouses, brothers, 
sisters, uncles, aunts, cousins - children even - as well as friends, neighbours, 
members of voluntary organisations, religious groups and communities, in 
addition to being parents. The childless and their relationships have, however, 
been less well studied and it may be that particularly in periods of crisis, the 
absence of close kin may be felt most keenly. 

Those without children have been shown to form close relationships with 
siblings and in the absence of siblings with other relatives or unrelated people 
in both urban* 551 and rural communities.* 561 Social support systems of the 
childless elderly in the United States have been found to be more extensive 

* ( 7 \ 

!han those of people with only one or two children. 1 ' In 1976, fewer than 5% 
af the elderly claimed to be without a close living relative * 58) and Firth et al in 
1976 showed that among the middle classes, moral obligations are recognised 
in the wider kin field and that they step in to provide instrumental help where 
no closer relatives exist.* 591 The same may also remain true of the working 
class, where Townsend (1957) describes principles of ‘substitution’ and 
‘compensation’ operating in kin networks if no immediate kin are 
available.* 601 

Even where there are children who could care for ageing parents, the 
relationship is not necessarily problem free. The experience and need for 
support by those caring for very dependent old people is discussed at length by 
Isobel Allen in Chapter 5. A need exists for greater understanding of the 
nature of relationships between parents and their adult children in all 
contexts. Research in the United States confirms yet again the findings of 
psychiatry that relationships between elderly parents and their adult children 
have their roots early in the life cycle.* 611 This perspective warns us that 
reliance on ‘snapshot’ surveys taken at one point in the subjects’ lives gives 
only limited insight into the totality of family interrelationships. 

Most elderly people say that they would like to remain in their own homes as 
long as possible and cross-cultural studies have demonstrated that most aged 
parents would prefer to live apart from their children.* 6 " 1 The nature and 
prevalence of such independence may vary in different cultures. A study 
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conducted in the United States, for instance, showed that although 
independent living was favoured by the middle class elderly, immigrant 
families were more inclined to the three-generation household (63) and similar 
findings have been reported from Israel. io4! 

It has also been shown that working class elderly people are more likely to seek 
and receive help from members of the family than the middle class, who rely to 
a greater extent on friends and neighbours.* 65 ’ In fact, independence of 
children has been shown to be a cherished value among middle class elderly 
people.' |66) These different patterns may reflect adaptation to the greater 
geographic mobility of the middle class. However, mobility does not destroy 
extended family networks and ties continue to be maintained over distance. !67) 
In many studies, however, such differences between subgroups are 
overlooked. 

But how do relationships change over time? Contacts between parents and 
children appear to increase significantly after the age of 75 and after 80 three- 
quarters of parents see a child at least once a week, the majority more than 
once. This is particularly true for the widowed. 168 ’ For those who are childless, 
siblings who may not formerly have been particularly close seek a closer 
relationship in old age.' m With increasing age old people lose siblings as well 
as spouses and amongst those over 80 who have no children, nephews and 
nieces become important contacts. Nearly half of the elderly see some relative 
every day of their lives - this of course includes a spouse when living together. 
Daily contact drops off during the seventies and then appears to intensify after 
eighty. 170 ' 

With increasing age, the elderly may move to be closer to children or other 
relatives. Proximity to children increases with age, especially after 
widowhood. The shift to living close to children appears to start after age 75 
but accelerates after 80. In some cases, adult children move closer to parents, 
sometimes even on their own retirement. Household composition is also 
affected by increasing age, with a growing proportion of elderly people living 
with younger relatives. Those who have been widowed are more likely to share 
a home with a younger relative; when comparing widows over or under the age 
of 80, twice as many of those over 80 live with younger relatives. The 
likelihood of living with children appears to be greater in families with two or 
more adult children, which may have significant implications for future 
cohorts of elderly parents who produced small families.* 71 ’ 
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Friends and neighbours 

Friends and neighbours also play an important role in the social environment 
of the elderly. Old people frequently do not make a clear distinction between 
these two categories. Friendship has been shown in some American studies to 
be more important than family for high morale and life satisfaction. Here 
again structural constraints affect patterns of behaviour. Middle class people 
do not limit friendship interactions to one activity, whereas working class 
friendships are more activity-specific and the family assumes a more central 
role.* 73 ’ This goes some way towards explaining the greater reliance of the 
middle class on help from friends. There may also be diffeences between ethnic 
groups or subcultures/ 74 * The importance of age homogeneity in friendship 
has also been noted both here and in the United States. 175 ’ In an American 
study, elderly women were found to have twice as many friends as men and 
working class men had the fewest friends.' 1 76) While the men seemed to engage 
in more interaction than women, women experienced more intimacy with 
friends. 07 ’ The men had more frequent social contact but this was limited to 
smaller networks of family and friends. 

Powers and Bultena in the UK found that for both men and women, 
friendships tended to be limited to the same sex, so the differential life 
expectancy may explain some of the difference in friendship patterns.* ,8) While 
the social networks of widowed men are smaller than those of their married 
peers (indicating shrinkage as a result of widowhood) the same does not 
appear to happen to women: 79 ’ Loss of friends is one of the penalties of 
longevity and a cause of loneliness in extreme old age when it seems that there 
is no one left with whom to reminisce/ 80 ’ 



Confidants 

There is a sizeable body of literature which points to the importance of the 
availability of someone to whom one can talk about the personal and intimate 

/oil 

joys, sorrows and uncertainties of life. The striking nature of the confidant 
role is its duration. In a recent study, Wenger found that more than two-fifths 
of the elderly in the sample had known their confidant for more than 50 years 
and three-quarters for 30 years or more. This being so, it might be feared 
that the loss of a confidant through death would prove irreplaceable. It is, 
therefore, encouraging to note that most elderly people feel that they have 
someone in whom to confide.* 83 ’ 

Most of the married elderly confide in their spouse, while the widowed turn 
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mainly to a child and the single rely primarily on their brothers and sisters. 
Confidant relationships with friends are more likely to be of shorter duration 
and are more likely to represent replacement confidants. Friends are more 
important to the single than to other groups. The important aspect is that the 
large majority do have someone to whom they can turn and when this person 
is lost, it is possible to establish a close and confiding relationship with 
another. 



Loneliness 

Tire problem of loneliness in old age has received considerable attention. A 
study in the USA (1975) confirms that it is perceived as the most common 
problem of ageing, (84> and Hunt (1978) found that in this country it is, after ill- 
health, the problem of which elderly people are most apprehensive. 1,851 The 
incidence of loneliness amongst the old, however, is no more prevalent than 
amongst other vulnerable groups such as students, young mothers, all those 
who live alone, or single people. In fact, given the greater likelihood of the old 
to suffer loss, it is surprising that loneliness is not a more common problem. 
There are some interesting differences between elderly men and women. Using 
an aggregate loneliness measure to control for avoidance, Wenger found that 
among elderly women, a high level of loneliness is more common amongst 
those who are married than either the single or widowed. Amongst elderly 
men, however, those who are widowed are more than twice as likely as single 
men to be very lonely while hardly any married men are lonely. But married 
women are more likely to be very lonely than even widowed men.' 861 
Loneliness is highly correlated with a measure of morale and married women 
are also more likely to demonstrate low morale than other subgroups. Using 
the aggregate measure referred to above, loneliness does not increase 
significantly with age.' 57 ' 

In a 1968 study of three industrial societies in USA, and a 1948 study in 
Wolverhampton, approximately three-quarters of elderly people consistently 
reported that they were never or rarely lonely and approximately 5% said that 
they were lonely often.' 881 

Loneliness tends to increase with age on self-report and the widowed as a 
group claim to be lonelier than others. However, in spite of the fact that the 
very old tend to be lonelier, widows express less loneliness with the passage of 
time. In Wenger’s study one third of widows of less than a year said that they 
felt loneliness often or most of the time, but this was true for only 4% of those 
whose widowhood was of two to five years’ duration, demonstrating 
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significant resilience and acceptance of change. 1891 Women appear more able 
than men to adjust to the loss involved in widowhood. (90) 

Reliance on and contact with family or close friends appears to intensify with 
increasing age and the majority of elderly people are well supported. What is 
reassuring is the apparent ability of elderly people to adjust to the emotional 
shock of the loss of spouse or other confidant and to overcome the initial 
loneliness of such loss. The loneliness which results from loss of friends and 
siblings through longevity seems to be harder to overcome. 



Informal help 

The older we get the more likely is it that we will need help with various tasks 
and it has been shown that levels of support are responsive to increasing levels 
of need,' 9 ' 1 However, as an aggregate, it is important to remember that more 
old people are providing help than receiving it. ‘Carers’ are most likely to be in 
that age group just before or just after retirement.' 1921 Although there is a 
tendency to talk about the under 75s and the over 75s, 19 ' 1 * the data on regular 
help received suggest that the increase in dependency takes place after 80 
rather than 75. Under 80, one-fifth or fewer received regular help with 
frequently needed routine chores - twice as many in the 80-84 age band and 
half as many again after 85, (94) 

When we consider less frequently needed chores, those who previously did 
their own tend to give up household repairs at 70, decorating by 75 and 
gardening by 80. Most help with such jobs comes initially from a spouse and 
with increasing age from other family members. Neighbour help is more 
important in the seventies and for those who live alone, are single, middle 
class, or (interestingly) retirement migrants at all ages. 

Men are more likely to receive informal and statutory help with those tasks 
perceived as in the traditional woman’s domain (cooking, laundry, ironing 
and housework). Women, conversely, are more likely to receive help with 
men’s traditional tasks. Since statutory services provide mainly house- 
keeping help and meals on wheels, men receive support at far lower thresholds 
of dependency than women. Those living alone receive statutory support at 
lower levels of dependency than those living with others at all ages. 

Hunt found that nearly nine out often old people had neighbours whom they 
could ask for help. 195 ’ This may be particularly important in times of crisis or 
emergency but even then it is family to whom most old people turn. The more 
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intimate the problem, the more likely it becomes that help will be sought from 
family sources. Personal problems, illness, bereavement and financial worries 
fall clearly in the family domain. However, friends and neighbours are an 
important source for borrowing and transport and also play an important 
mental health role as ‘someone to talk to’ when spirits are low.* 961 Those who 
live alone, widows, the single and middle class people rely more heavily on 
neighbours than other groups. However, reliance on family help increases 
substantially after 80 for all groups, and is virtually the sole source of personal 
care. This appears to reflect the importance of family support in maintaining 
the over-eighties in the community.* 971 



SUMMARY AND POLICY CONSIDERATIONS 



What we know about the elderly is a construction of the interplay between the 
way in which the old are defined by social institutions and the results of 
research which has been primarily cross-sectional rather than longitudinal. 
Much has been made of the dependency of old people and a negative stereotype 
has become widespread in our society. The facts suggest that while the elderly 
may be financially disadvantaged, their family and social environments may 
be more adequate than the stereotype reflects. However, the most important 
aspect of old age is the wide range of diversity which exists. 



Recent trends in European research directed to a better understanding of the 
process of ageing have shifted from the quantitative to the qualitative. These 
studies have built on earlier work from the United States, notably Maas and 
Kuypers’ study of elderly parents.' 1981 Among the European research, data is 
forthcoming from the University of Bonn’s longitudinal study of ageing. It has 
been suggested that styles in ageing adaptations can effectively be studied only 
through consideration of the life history of the individual. Two basic 
adaptations have been identified; an intra-familial adaptation and an extra- 
familial one. The extra-familial response seems to result in a more positive 
adaptation and higher morale. 19 ' 7 ’ Other researchers at the same institution 
have posited a variety of life styles and adaptations related to life 
experience* 101 ” and similar work is being conducted at the University of 
Aberdeen. 1 11,11 Differential patterns of life experience based on class and 
gender have also been identified as affecting adaptations to old age. 1102 ’ It has 
been suggested that these adaptations are the result of the interaction between 
social environment (including life chances related to gender, class and income) 
together with family configurations, personality type and health.* 1031 
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The process of ageing is beginning to be studied systematically. However, 
most of what we know about this phenomenon is based upon our 
interpretations of quantitative findings comparing elderly people in different 
age groups. What we know less about are different responses and adaptations 
to the processes of ageing in the context of the life cycles of a broad range of 
old people. The need for more longitudinal research of the normal ageing 
process was one of the recurrent recommendations voiced at the Norwich 
seminar. 

The usual approach to papers on old age is to begin with a summary of the 
broad dimensions of an ageing population. We talk, for example, about 
people over 60 representing nearly one-fifth of the United Kingdom’s 
population; or the expanding number of 75 or 80 year olds; or the problem of 
dependency ratios. Yet these aggregate figures conceal the enormous 
variation in the communities in which elderly people live. While we know 
something about different patterns of networks in different types of 
communities we know very little about how the experience of ageing is affected 
by living in a community where the population is expanding at a substantial 
rate (with, say, the entry of families with young children) in contrast to those 
areas experiencing population decline. The former situation may provide 
additional contacts for elderly people; on the other hand, established residents 
may feel out of step with the way in which the community is changing. With 
population decline, formal levels of care may be reduced at the same time as 
the informal support network is contracting. It would be useful to construct a 
range of demographic possibilities, examining the kind of relationships which 
emerge in each situation and, most importantly, the variation in service 
provision elderly people may require. We are too ready to discuss the macro 
level of such situations and to forget what is happening at the micro level. 

From quantitative data we know that among elderly people living in the 
community, proximity to and contact with children increases with age. We 
also know that in some cases parents and adult children have been involved in 
moves which bring them into greater proximity. At the same time, we know 
that reliance on the family for help increases in extreme old age. It is tempting 
to explain all of these occurrences as reflecting the adaptations of the elderly 
and their families to increasing dependency. However, what goes largely 
unacknowledged is that we are in effect studying a survivor population. 
Another interpretation of these findings of immense importance in policy 
formulation may be that only those who have family available to help can he 
maintained in the community as advancing years make support increasingly 
necessary . 
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As already noted, only 5% of the elderly population as a whole are in 
institutional care at any one time. But this figure represents a higher 
proportion of the over eighties. What we need to know is what proportion of 
the population will experience such care in their lifetime and how that is 
related to other aspects of their lives and to their life cycles as a whole. Are the 
5% those who either have no proximate family or whose family have found the 
burden too heavy, or those who need specialist care? The answers to these 
questions are not as straightforward as they may seem but until some further 
light is shed on them, policy has to be based upon very partial knowledge. 

Although the importance of the contribution of the family to the care of the 
elderly is frequently acknowledged, what we know about relationships 
between old people and their relatives is mainly limited to its existence or 
frequency of contact. The nature and quality of relationships - even between 
parents and their adult children - is less well understood. Changes in the 
closeness of such relationships over time - both increased and decreased 
intimacy - have been observed to characterise specific old age life styles and 
personality types in the United States.* 104 ’ But we also know little about the 
effects of role reversal and the strain of caring on such relationships. 

While we have a broad understanding of the interaction of social structure 
with the ageing process, we know little of how the ageing person experiences 
getting old. We need to know more about the constraints and advantages 
associated with class and gender and how these affect individual experience. 
For instance, are men more vulnerable to social deprivation and women to 
material deprivation? How these various factors affect identity and coping 
strategies is unknown. 

Poor health is the affliction most feared by elderly people, although they 
generally evaluate their own state of health positively/ 105 ’ However, there is 
evidence that they tend to understate health problems.* 106 ’ Hunt found that 
while approximately 90% were able to go out unassisted, more than half 
admitted that their activities were limited in some way by their physical 
condition.* 107 ’ Many studies of the elderly, both of social service clients and 
non-clients, do not establish criteria which would enable them to distinguish 
between old people who are ‘well’ and those who are ‘unwell’ or ‘disabled’. Yet 
this difference may prove to be the most significant and decisive predictor of 
adaptation, life style and demand on services. One US study indicates that 
negative adaptations to old age are evident from early adult antecedents 
amongst which anxiety about health is common.' 1081 Depression * ,m) and 
loneliness* 110 ’ have also been linked to early antecedents. Some antecedent 
conditions are amenable to amelioration, others are not. Preventive and 
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rehabilitative health care may, therefore, have important long-term 
significance for later life. Since family-centred mothers of large families have 
been shown to adapt poorly to old age (;ll) and to be more prone to late-life 
loneliness* 1 121 the availability of wider choices for mothers and day care 
facilities may also be of long-term concern. Thus a life cycle or longitudinal 
approach has obvious implications for policy-makers and service providers. 

In the 1970s a significant social work literature emerged analysing client 
perceptions of welfare services/ 1131 However, the elderly figure less frequently 
in this literature, even though they are the largest consumer group. 11141 It 
would seem that there is need for more research on consumer views and 
experience of provision such as concessionary fares, domiciliary services and 
day care, hospital facilities, housing planned for the elderly and social 
security. Old people are recognised to have low expectations and high 
satisfaction responses/ 1 15) So ideally this work would adopt research methods 
which reach beyond what people think is adequate and is ‘all they can expect’, 
towards some notion of what they would like to receive or what is needed to 
solve their pressing problems. Without this kind of research, our knowledge 
about the resource implications of an ageing population will remain 
inadequate. 

In spite of the title of this chapter, it is impossible to talk about the ageing 
process. What students of social gerontology find most impressive about old 
people is the wide range of diversity that exists. If old age is seen as the sum 
total of a lifetime’s experiences it should not surprise us that variety appears to 
increase rather than decrease. At any one time, the majority of old people are 
competent and interested in life. While ensuring that those with acute needs 
receive adequate care and support we must be careful that their needs do not 
overshadow the positive contributions of the majority. A ‘good old age’ is a 
state to which we all aspire. The challenge for policy-makers is so to design 
services that variations in ageing styles can be accommodated. This suggests 
that maintaining choice and flexibility in care provision should be a guiding 
principle underpinning all policy decisions. 
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3 The process of ageing: medical dimensions 

BERNARD ISAACS 
L A PIKE 
JAMES WILLIAMSON 



Doctors embattled against the effects of ageing have little time to give to the 
study of the process of ageing. In the United Kingdom today primary and 
secondary medical practice and medical research relating to old people are 
largely neglectful of the process of ageing. Instead primary care tends to be an 
instant response to symptoms; secondary care to syndromes; and research to 
diseases. Gerontologists studying the process of ageing have offered little 
practical guidance to the clinicians. 

The rational organisation of the medical care of old people should be as firmly 
rooted in knowledge of the ageing process as is the rational organisation of the 
medical care of children rooted in theories of growth and development. This is 
generally far from being the case. The present paper will give examples of how 
primary care, secondary care and research relating to old people may begin to 
bridge the gap between theory and practice. 



A SIMPLIFIED MODEL 

The processes of ageing, as studied by gerontologists, are too complex for 
direct translation into clinical practice. Hence, clinicians may be excused for 
preferring a simplified - indeed an over-simplified - model which divides the 
changes occurring over time into those attributable to a genetically 
determined pre-programmed process of biological ageing, of damage as a 
result of fortuitous extrinsic and behavioural factors. The interaction of these 
processes leads to decline and eventual death. The theory is represented by the 
analogy of a ball being kicked into the air and landing on the ground some 
distance away. The shape of the ball represents the genetic heritage; the 
strength and direction of the kick represent the initial environment which 
determines the basic trajectory. But during its flight the ball is buffeted by 
chance winds which affect the point at which it reaches the ground, analogous 
to the random stresses to which man is exposed. 
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On this analogy most medical care and medical research on the elderly is, so to 
speak, ‘meteorological’, concerning itself with the detection and deflection of 
puffs of wind. This approach may diminish the discomfort of ageing but will 
not delay the ageing process. We describe here: 

1 a system of primary care which tries to modify the wind; 

2 a system of secondary care which seeks to delay the descent; 

3 a research question which could, without great effort, provide a theme for 

more fundamental study of the ageing process in man. 



1. A SYSTEM OF PRIMARY CARE 

The system of primary care described has operated successfully for a number 
of years. The practice concerned is in the inner part of Birmingham and has an 
age-sex structure very similar to that of the population of England and Wales. 

The objectives of the scheme are: 

A. to detect symptomatic and pre-symptomatic illness which is capable of 
treatment; 

B. to discover medical and social needs at an early stage and try to remedy 
these; 

C. to improve communication between patients and members of the 
primary care team, and to make the patients more aware of the roles of the 
team members. 

These aims are achieved by setting aside one afternoon a week at which all 
members of the primary health care team - doctor, nurse, health visitor and 
social worker - arrange to see groups of elderly patients by invitation. This 
special clinic supplements the work done by the practice in responding to 
routine requests from elderly people for medical consultation. 



Practical considerations 

The group practice has some 680 patients on its list who live at home and who 
are aged 65 years and over. About 250 of these are under regular surveillance 
by the practice or by the local hospitals. Of the other 430 about 10 are invited 
to attend for examination each week.. Allowing for holidays, illness and 
default this makes it possible to review each patient annually. 
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Each patient is seen by each member of the team in turn; then a range of 
medical tests, interviews and questionnaires are undertaken. Identified 
problems are classified as follows: 

i. Definite problems. These are conditions likely to make life difficult for 
the patient at present. An example is a lady of 65, still working as a part-time 
despatch clerk, who was very disabled because of corns and callosities on 
her feet and who needed chiropody, removal of wax from her ears and 
provision of new dentures. 

ii. Predictable problems. These are conditions which, while not causing 
difficulty at present, are likely to affect the quality of life in the foreseeable 
future. An example was a lady of 74 who had a small basal-cell carcinoma of 
the left cheek which was cured with radiotherapy. Before that she had been 
applying various self-purchased ointments to remove this ‘spot’. 

iii. Other abnormalities. These refer to findings which are technically 
abnormal but which are not causing problems at present, and are thought 
unlikely to do so in the future. An example was a man of 66 with mild 
kyphoscoliosis who complained of slight shortness of breath, but who had 
normal blood tests and normal chest X-Ray. 

A review of 138 patients who had been examined on two occasions at intervals 
of one year showed that, at the first examination, 60 had definite problems, 45 
had anticipated problems only, 7 had abnormalities but no problem and 26 
had no significant abnormalities. Of the 60 with definite problems 17 were 
cured, 29 ameliorated and 14 unchanged. Of those with an anticipated 
problem 12 were cured, 18 ameliorated and 15 unchanged. An example of 
effective action was a man of 74 who had been on the practice list for 15 years 
but who had never previously consulted the doctor. He was an isolated war- 
time refugee from Yugoslavia who lived in very poor lodgings in the inner city. 
The health visitor was able to improve his living conditions. A high ESR found 
on routine blood examination was eventually shown to be due to a non- 
Hodgkin’s lymphoma. Subsequent chemotherapy enabled him to have two 
years of reasonable health in improved living conditions. 

The clinic runs smoothly and creates little extra work, since the total 
consultation rate for elderly people in the practice, counting attendance at the 
special clinic as one attendance per patient, is around the average for all 
practices in the United Kingdom (673/1000 population). 
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Conclusion 



This system of medical care has moved the frontier of consultation from late 
symptomatic illness to early symptomatic illness, and to pre-symptomatic 
morbidity. It has relieved much patient distress and possibly prevented much 
more. Its effect on the process of ageing is unknown. 



2. SECONDARY CARE 

The geriatric service of the University Department of Geriatric Medicine in 
Edinburgh operates in accordance with certain principles of the nature of 
ageing. 



Theoretical considerations 

Ageing is characterised by a decline in cellular, organ and organismal 
efficiency, which is inexorable, unrelated to disease and generally linear. 
Functions attain their maximum in early adult life, and there is then a linear 
decline in function which reduces reserves. During normal middle age and 
early old age this is of little practical importance, but it is of great significance 
for those who live into extreme old age. For example at the age of 80 there is a 
loss of 50 per cent of normal renal function. This may be sufficient to meet 
ordinary daily demands, but renders the aged patient more liable to renal 
failure if he is subjected to additional stress from dehydration, nephrotoxic 
drugs, etc. 

In extreme old age is it increasingly likely that age-related decline in function 
will be associated with random disease, and with unhealthy behaviour, such as 
the abuse of cigarettes and alcohol and a sedentary way of life, so that it must 
be assumed that to the age-related loss of reserves there must be added an 
extra loss due to these factors. 



Implications for the organisation of medical services 

Most medical services for the elderly do not take adequate account of the 
implications of the conjunction of disease and the age-related erosion of 
functional reserves. A relatively minor disease confined to one organ or 
system may rapidly lead to multiple organ or system failure. For example a 
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simple respiratory infection may lead to respiratoryfailure, rapidly followed 
by cardiac failure and brain failure. The outcome may be rapid death, rapid 
recovery or survival at reduced functional level. The last of these is the worst 
outcome for the individual, the family and the community. 

It is therefore necessary to cease thinking in terms of the old-fashioned model 
of ‘acute’ and ‘chronic’ conditions. Instead all ill old people are to be regarded 
as precariously balanced on a precipice of minimal reserves which necessitates 
speedy response and the immediate application of appropriate services. 
Prompt response should include the attempt to identify patients with such 
severe reduction of function that the added stress of disease makes full 
recovery unachievable. This situation should be examined intently in order to 
avoid actions which may merely lengthen the process of dying. This is an area 
which will require more research as the numbers of very aged subjects increase 
and the spectre of ‘euthanasia’ is raised in different quarters. 



Principles of the geriatric service 

1 There must be close effective collaboration between geriatrician and the 
primary care team. Genera! practitioners need to be convinced of the validity 
of the geriatrician’s extra knowledge, skill and expertise and must wish to use 
the resources of the geriatric service for their elderly patients. The best ways to 
achieve this are to have adequate undergraduate training in the subject, and to 
offer a First class service. GPs must be persuaded of the need for early referral, 
long before the patient has become immobile or demoralised. 

2 The target for the service must be the whole family. The general practitioner 
should refer the patient when the carers are still coping and the neighbours are 
still supporting. When families have reached the stage of rejection before 
referral then this is almost always a failure of primary care. Although 
‘rejection’ is commonly diagnosed it is extremely rare; a more appropriate 
description is ‘despair’. 

3 There must be a genuine multi-disciplinary team effort, with each member 
contributing to the assessment of medical, social and family need. The needs, 
once identified, must be promptly met in the most appropriate fashion. This 
necessitates immediate access to a large range of resources, including advice in 
the home, domiciliary services, day care and immediate hospital admission, 
involving close collaboration with general medicine, psychiatry and ortho- 
paedics, and liaison with social services. 
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4 Patients should not be admitted to long term care (which is synonymous 
with ‘continuing care’ and ‘chronic care’) before multidisciplinary assessment, 
treatment and adequate attempts at rehabilitation have been carried out. In 
this process the restoration of family resolve and morale may be as important 
as efforts expended on the patient. 

5 It is essential to translate into practice the urgency of meeting need. This can 
be done either by the immediate admission of patients referred to the service, 
or by immediate home visiting. Immediate admission is favoured by some but 
can be wasteful and inappropriate. In the department described, the favoured 
policy is immediate home visiting. The service is so organised that two-thirds 
of referred patients are seen at home within three hours of referral, and 90 per 
cent are seen on the day of referral. Only 40 per cent of patients seen at home 
are admitted to hospital, the remainder being dealt with in other ways. Of 
patients found to be in need of admission, 81 per cent are admitted on the day 
of referral, and 93 per cent within 24 hours. Three-quarters of admitted 
patients are discharged home and less than 5 per cent of all referred patients 
end up in long term care. 



Conclusion 

The system of rapid effective response to an early declared need in ill old 
people appears to prevent or to delay the slide into the irreversible state of pre- 
death. This process is aided by the sustaining of family morale. It is however 
‘labour intensive’ (if bed-sparing) and is largely dependent on dose 
collaboration with the providers of primary care. 



3. RESEARCH INTO THE AGEING PROCESS 

Most medical research on ageing in the United Kingdom deals with the 
identification and management of disease states common in late life. Its 
limited involvement in research into the process of ageing may be attributable 
in part to lack of terminology, in part to a lack of researchable questions and 
in no small way to lack of funding. 



Terminology 

Scientific study of the events of late life is hampered by an absence of 



40 



Printed image digitised by the University of Southampton Library Digitisation Unit 



appropriate terminology. Death in late life is preceded in many old people by a 
period of dependence in which the subject ceases to undertake the activities of 
daily living necessary for his safety and survival. When this takes place despite 
a favourable social environment and despite the provision of adequate 
medical care, and when it shows no prospect of resolving, then the stage of 
‘pre-death’ can be said to have begun. The date of onset of pre-death cannot 
always be identified with certainty, any more than can the date of the 
menopause, but it can be approximated with useful consequences. 

If P is the age of onset of pre-death; 
an<d D is the age at death 

then 1 D - P is the duration of pre-death (ie time taken to die) 

1 

is the speed of dying, 

D - P 

P 

and D is the proportion of life spent in pre-death. 

D 

For deaths which occur in hospital an additional point is H (ie the date of final 
admission to hospital). 

D - H is the duration of stay in hospital and H - P is the duration of 
dependency in the community preceding hospital admission. 



Research questions 

By using the concept of ‘pre-death’ and relating its duration to age at death, 
sex, place of death and cause of death, a great deal of information can be 
collected and analysed. This shows that for both sexes and all diseases the 
speed of death slows with increasing age. At all ages it is slower in females than 
in males, and in psychiatric patients than in those whose death is due to 
physical illness (Isaacs et al, 1971). 



Implications for health service research 

Recording the date of onset of pre-death together with the date of death, in 
association with other social and clinical information, would allow: 

i. a more accurate prediction of the needs of the community for health 
services; 

ii. an indication of the lethality of morbid states; 
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iii, a test of the effectiveness of systems of care. 

The test of the effectiveness of an intervention or of a new system of health 
care, such as have been described above, is not the ability to delay death, nor 
even to delay pre-death, but to shorten that period of the patient’s life which 
might otherwise be spent in pre-death (ie to increase the speed of dying). This 
reduces the indignity of dependence and the need for health service 
investment. 

The application of these measures can also help to formulate biological 
questions. Standing at the heart of all age-related research is the fear that 
intervention may merely postpone disability to an age at which it becomes 
extremely difficult to deal with. Can disease be virtually eliminated in late life, 
as has been suggested (Fries and Crapo, 198 1 ) so that patients die in old age of 
old age? Can the ball reach the ground unbuffeted by the wind? 



Funding 

These questions have never been answered, not because they have not been 
though t of, but because of the difficulty of conducting the necessary research. 
Retrospective research in this area is suspect; the researcher can stand at the 
finishing post but does not see what happened before the finishing straight 
f respective reseaich involves following large cohorts for long periods and is 
extremely costly. There is little public confidence in-the funding of long term 
research into dying. There is little sense of conviction that the money invested 
will be wisely controlled or will yield results of sufficient value. Sir Peter 
Medawar described research as the ‘art of the possible’. It is also the art of the 
fundable, and until well designed large scale longitudinal studies are mounted, 
our understanding of the process of ageing will remain limited. 



CONCLUSION 

The inexorable rise of the numbers of very elderly physically and mentally 
disabled in the community, so long forecast, is now truly upon us. It is being 
tackled bravely and intelligently by primary care teams, hospital specialists 
and social service departments. These are usually working without any real 
theoretical basis to support their activities. Two initiatives have been 
described which seem to be based on a better way of doing things; but they are 
looked at through a time span that is too short for the assessment of their 
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effectiveness, because the necessary large questions have not been formulated 
and the necessary high funding has not been authorised. 
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PART II 

Objectives and realities 
community care 
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4 Improving the quality of life and promoting 
independence of elderly people ANTHEA tinker 

with collaboration from MARK ABRAMS 

J MUIR GRAY 
CHERRY ROWLINGS 



The two subjects covered in this paper are distinct and will be treated 
separately, but there is a significant relationship, as will be shown at the end. 
Both are topics which lend themselves to woolliness, so the intention is to 
anchor them very firmly in recent research with a sidelong look at older work 
where it has not been superseded. 

By focusing specifically in this seminar on very recent research, the aim of 
dissseminating such findings should be achieved. But there is a risk of 
forgetting both fashions and gaps in research which may well have an 
important bearing on the topic in question. A recent example of this is 
research on the employment of elderly people. The role of work in promoting 
independence and giving purpose and status in life is well known but the rise 
and fall of research activity has matched firstly a period of economic 
expansion and then one of recession. In the 1950s and 1960s when it was, as a 
recent Department of Employment publication has stated ‘a case of all hands 
to the economic pump’, there was a mass of detailed research which lent ready 
and authoritative substance to the significant contribution the elderly could 
and should make ( 1 ! . But now as the economic argument in favour of increasing 
participation among the elderly has faded, so has the great burst of research 
activity. 

A second point to be kept in mind is that much research has, quite naturally, 
been concentrated on elderly people in difficulty - eg those who need day care 
- whereas to get a balanced view there is need to weigh the findings about them 
with the circumstances of those who continue to live their lives with little 
intervention from statutory or voluntary sources. This is why some of the 
evidence in this paper is from general national surveys, so that a more 
balanced picture can be given. 
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A. IMPROVING THE QUALITY OF LIFE 



1. Measuring the quality of life of elderly people 

The first problem in discussing quality of life is to give the phrase a definition 
that is unambiguous, quantifiable, constant in meaning for all people, covers a 
wide range of the individual’s life-domains, and deals with conditions that are 
susceptible to modification through the policies and behaviour of those 
responsible for the well-being of elderly people. How have researchers tackled 
this problem? 

Instruments for measuring good or bad adjustment to ageing were first 
developed in 1948 by sociologists at the University of Chicago' 2 *. They dealt 
with many ‘objective’ conditions (housing, club membership etc); with res- 
pondents’ subjective assessments of their conditions (eg economic security); 
and - by asking the respondent to express agreement or disagreement with 
statements that dealt with moods - quality of friendships, sense of usefulness 
to others, quality of family life etc. 

This Adjustment Schedule was later shortened and modified and became an 
instrument for measuring ‘life satisfaction’ 131 . It consisted of 20 statements (eg 
‘these are the best years of my life’) with which the respondent expressed 
agreement or disagreement. Replies which indicated “zest for life as opposed 
to apathy; resolution and fortitude as opposed to resignation; congruence 
between desired and achieved goals; self-concept; and mood tone”, received a 
score of two marks (Ofor ‘disagree’, 1 for ‘don’t know’). The sum of scores was 
taken to indicate each respondent’s position on a scale of satisfaction that had 
a maximum of 40 points. This index was later reduced to 13 items' 4 *. 

In 1974 Bigot used both versions of the Life Satisfaction Index (LSI) in this 
country and reported that from eight of the items, two distinct components 
emerged - satisfaction based on acceptance, and satisfaction based on 
achievement' 51 . 

A survey by Age Concern in 1977 adopted Bigot’s two-dimensional eight-item 
LSI, but added a ninth item (‘I’ve got pretty much what I expect out of life’). 
The questionnaire also included ten items from the original Adjustment Scale 
and also the ten items that constitute Bradburn’s Affect Balance Scale' 6 *. 

From the factor analysis of these 29 items, three separate psychological states 
emerged,* 7 * viz: 
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Life satisfaction - essentially a cognitive assessment of progress towards 
one’s desired goals (the desired goals may be modest or extravagant 
depending on one’s life history, reference groups, personality structure and 
values). 1 

Morale - a mental state especially as regards courage, confidence and 
discipline. 

Happiness - transitory moods of joy, pleasure, gaiety. 

Findings from the morale scale were clear cut: in both sexes and in both age 
groups (65-74, and 75+) those living alone , as compared with those living with 
others (usually a spouse) expressed significantly lower levels of morale. 
Apparently ‘intimacy at a distance’ is not, in this psychological area, an 
adequate substitute for close and continual proximity. No other objective 
factors - for example health, income, housing tenure - produced comparable 
differences in morale. 

On the happiness scales, the same difference in household composition - living 
alone/living with others - overrode differences in sex, age, income, etc as an 
indicator of happiness. The average score of those living alone was 49 out of a 
possible maximum of 100 points, while among those living with others it was 
61. Living with others provides more opportunities for ‘transitory moods of 
joy, pleasure and gaiety’, there are more people on hand to create such moods 
and more varied situations in which such opportunities can occur. 

However, different groups of the elderly did register large differences in life 
satisfaction scores. Relatively high scores were registered by those who: 

i. compared their circumstances with those of less fortunate elderly 
people or with the deprivations they had suffered as children: these were 
mainly working class people and women; 

ii. felt they had ‘done well’ in their pre-elderly years: these were mainly 
middle class people and men; 

iii. said they had many good friends and neighbours; 

iv. felt that society had dealt justly with them - ie had given them what they 
thought they were entitled to; 

v. expressed low levels of anxiety, especially about their health; 

vi. felt they had ample control over their lives, both past and present. 

What use can these self-assessed ratings of ‘quality of life’ be to the policy 
maker? Four possible uses are suggested: 
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i. Where anxieties are ‘real’, then appropriate remedial action can be 
taken - by monetary assistance; by visiting which may provide amelioration 
of the loneliness of non-companionship; by group living, etc. But when the 
anxieties are neurotic (ie not generated by objective conditions) then 
medical advice or counselling would be more appropriate. 

ii. Where there is low self-esteem and low satisfaction with past life, then 
opportunities can be created for usefulness in old age. 

iii. Where the low evaluation of quality of life derives from feelings of lack 
of control over one’s life, this indicates the necessity of providing real 
opportunities for choice and for sharing in decision-making in matters both 
large and small, 

iv. Much more pre-elderly education should discuss and explain the crucial 
determinants of personality-structure and affect states - even if that means 
less advice about investments and gardening. 



2. Examples from recent studies 

Despite various adverse objective circumstances in their lives elderly people 
usually have higher satisfaction scores than those under pensionable age. 
Recent studies have illustrated the factors which affect their life satisfaction. 



The impact of loss 

Michael Power’s study for DHSS of volunteer support to very elderly people 
living in residential homes endorses the view that the quality of life and life- 
satisfaction are most influenced by life events, personality and compatibility 
of home environment 18 *. Under ‘life events’, which he defined as the wear and 
tear experienced by an individual, many people mentioned losses, for example 
of health or dose friends and relatives. Over half mentioned the latter 
spontaneously; for some, such events seemed to remove their feelings of 
purpose in life. Some other events, such as their loss of role and status and 
their loss of home, possessions and lifestyle were felt acutely by many who had 
entered residential care. Brearley also focuses on loss as being one of the most 
important problems, whether it is loss of role, friends, family or mental and 
physical functions 19 *. 

But in many cases Power could only explain the varied response of elderly 
people to similar circumstances as being rooted in their personality. Who and 
what people are, and how they respond to situations, has a strong influence on 
how they view the quality of their life. This is borne out by other researchers. 
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What the elderly bring from the past influences how they adjust to the present. In 
a study of depression it was found that the provoking agent was simply the 
trigger of a condition whose roots lay deeper . 



What things matter most? 

What particular things matter to elderly people? The three dominant themes 
emerging from recent studies are the importance of: 

social relationships; 

health; 

income. 

In a recent Gallup Poll among people of all ages about what people value in 
life, the top six (in order) were health, family life, law and order, friendship, 
home and love (u) . 

Family relationships: There seems little doubt that what are rated most highly 
by the elderly themselves are family and friends. These came top of the things 
enjoyed in the Hunt survey 0 2) , and were felt in the Abrams study to be the 
most important foundation for a happy and pleasant life 031 . And all recent 
surveys have found that family support - of a mutual kind - is real and dose. 
This highlights the importance of social policies which make it easier for 
families and elderly people to move closer if this is what they both want 04 '. For 
those who do not have relatives - and one third of the Abrams sample had no 
living offspring - the problem of finding a committed helper may not be easy. 

Health worries: Ill-health, however it is defined, seems to be the thing which is 
feared most by elderly people. One quarter of Power’s sample said that ill- 
health was their most central problem 051 . He described it as pervasive in that it 
lowers morale and prevents people coping with daily life. Ill-health was the 
clear winner in what was disliked by elderly people in the Hunt survey 061 , and 
both sexes mentioned this more frequently than, for example, financial 
difficulties. (But in the case of women, the combined dislikes of loss of partner 
and consequent loneliness, added to loneliness of other kinds, edged ahead by 
Wo) As yet, however, we really know very little about what the elderly 
actually consider to be ill-health. Many people claim to be in good health 
when they have disabilities. A more extended discussion of health and ageing 
is contained in a later section of this paper. 

Income: An adequate income (as defined by the elderly person) seems to be the 
third component in satisfaction with life. Yet, despite Townsend’s findings 
that one third of those in poverty were elderly 075 , it seems only to be a minority 
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- albeit a sizeable one - who express real worries about not managing. 1 in 14 
of Abrams’ sample in 1980 said that they could not make ends meet and 43% 
said they needed extra income to live “without any money worries and in 
reasonable comfort”* 1 **. 



Other influencing factors 

Apart from social relationships, health and income, there are other important 
aspects bearing on quality of life. Where people live is one. There is much 
positive evidence about people’s attachment to their home and negative 
feelings about ‘institutional’ care - usually meaning formal residential care in 
hospital or a home. For example, a constant theme running through the 
research on Granny Flats was that “I’ve got my own front door”. !1<i) Research 
on the elderly in institutional care stresses what they have given up - home, 
possessions, and life-style 1 20> . And for some in Allen’s study of short-term 
residential care, there was little enthusiasm for ‘going permanent’* 215 . Yet 
research still shows that considerable numbers of elderly people are 
inappropriately placed (eg in Part III accommodation when they could be at 
home, assuming the provision of adequate supporting services). 

Nearly, other factors affect the quality of life of elderly people and some will 
;ome more into prominence at particular times. At the moment, fears are 
expressed about crimes committed against elderly people* 225 . Although there is 
little evidence about the age of victims of crime, it appears from some data that 
old people are less likely to be the victims of crime than other age groups* 23 *. 
Another aspect of current concern is how education can improve the quality 
of life through nurturing growth, increasing awareness, knowledge and 
skills*" 4 *. For as ageing is lifelong, so also is education being seen as lifelong. 
Some other European countries such as France have been quicker to provide 
special educational opportunities for older people but a start has been made 
here. 

These examples from recent research support the view that the roots of life 
satisfaction are closely bound up with a great many aspects of living which are 
difficult to disentangle. A single change may have little effect. For instance, 
Power concludes that the introduction of volunteers into residential homes 
may have given some comfort but did not materially change life satisfaction 
scores" . • 

Most of what has been said relates to the quality of life of elderly people in 
general, but it is interesting that an increasing amount of attention is being 
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paid to the quality of life for those who are dying <26i . It is noticeable that both 
in medical and other literature this is becoming of growing importance. It is 
also salutary to remember that when elderly people are given the chance to 
talk about what matters to them in a biographical way, rather than responding 
to structured questionnaires, spiritual rather than material aspects often come 
to the fore (27i . 



B. PROMOTING INDEPENDENCE 



1. The meaning of independence and dependency studies 

A central aim of most policies - central and local - is to preserve or restore the 
independence of elderly people‘s. One psychiatrist has said “Old people 
treasure their independence. They guard it like a pot of gold ,,(29> . Before 
looking at what research shows us about the factors contributing to 
independence and what this entails in terms of risks and changing attitudes, 
the opposite of this - dependency - will be examined. Dependency is bound up 
with, and arises from, an imbalance in the exchange relationship' 301 . The latter 
can be defined as an encounter in which both giving and receiving take place. 
It is nearly always assumed that it is more prestigious to give than to receive 
and that there is a clear economic and social distinction between the giver and 
the receiver. Often there is a stigma attached to receiving and, when the elderly 
are in this position, they are usually considered to be in a state of dependency. 

The position of the elderly is special because a number of factors combine to 
make them feel that they are receivers rather than givers. These include the 
sudden ending of employment, the current psychological atmosphere in which 
the elderly are seen as having nothing to contribute, their reliance on a state 
income and the growth of selective services which may single out those who 
receive them. 



Dependency 

Dependency means different things to different people. Strictly, dependent 
means one who depends on another for support, but we are all dependent in 
some ways on others and some seem more prone to dependency throughout 
their lives. Brearley says “At any age we experience the conflict between the 
need to feel both physically secure and cared for, and at the same time the need 



53 



Printed image digitised by the University of Southampton Library Digitisation Unit 



to remain a separate and individual whole person. The older person will 
experience this kind of conflict as his physical capacities decline and he finds 
he relies much more on others”* 31 ’. Alan Walker has recently examined the 
concept of dependency and pointed out how little critical attention it has 
received compared with the concepts of (say) need or poverty* 32 ’. The four 
different ways in which he says the word is used will be illustrated by some of 
the research being considered. 

First there is life-cycle dependency where dependency is said to cover all those 
not taking part in productive work, with its consequent effect on status. The 
fact that elderly people do seem to have this low status with some 
professionals is borne out by the research sponsored by DHSS on social work 
teams*’ 3 ’. 

The second type of dependency is political which Walker defines as “a 
curtailment or restriction of freedom on the part of an individual to determine 
his or her own course of action”. It carries overtones of an unequal 
relationship and can be seen clearly in some of the research studies related to 
old people’s homes. For example Roger Clough’s study of old people’s homes 
showed that the more service staff provided, or the more they did for residents, 
the more power they had over their lives* 34 ’. 

Thirdly, there is financial or economic dependency , generally meaning reliance, 
wholly or partly, on the state for financial support. The fact that this 
generation of elderly people are in this position is borne out by all the research 
studies which show the reliance of the elderly on state benefits. Two eminent 
commentators on the elderly have made observations about this. Townsend 
says “it is important to understand first, that dependency in an objective sense 
of the word, can be created through the denial of access to employment or to 
resources, especially by payment of a small pension but also by lack of family 
to help remedy the deficiencies”* 35 ’. Pinker claims: “The most profound 
humiliation of all, however, may be experienced in hearing that only money 
can preserve self-respect in conditions of dependency”* 36 ’. 

Finally there is physical and mental dependency where one of the major 
problems demonstrated by the research studies is that of measuring this 
dependency. For comparative research there must be comparable measures. 
The World Health Organisation has now provided some helpful basic 
definitions ' ’ . But how often do researchers throw up their hands in despair at 
other people’s methods and construct yet another scale! Fortunately, some 
basic questions about ability to do certain things - eg cut toenails, get up and 
down stairs - have become fairly standard* 38 ’ but there is still far too much 
divergence. It would be useful if there could be agreement about basic 
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questions with an agreed dependency scale (or scales) so that researchers can 
make comparisons nationally. This would also help researchers working 
locally to compare their data with recognised norms. 

Before turning from consideration of dependency to look at research 
indicating what can promote independence, it is worth looking at the other 
side of the coin - what precipitates the loss of independence. Here again it is 
interesting that little research has been done in this field compared with, for 
example, research on fostering children. On that topic enough has been done 
on foster-home breakdown to begin to predict what factors, or combinations 
of factors, may lead to breakdown. In recent research on elderly people some 
useful information has begun to appear about loss of independence. In a study 
on the potentiality for nursing homes the researchers conclude that living 
alone, likelihood of falling, confusion and the inability to get help were likely 
to be forerunners to the move to institutional care 1 ' 191 . 



2. What factors seem vital in promoting independence? 

As with the meaning of dependence, that of independence is difficult to define. 
Strictly it means ‘not dependent on others’. A more interesting dictionary 
definition is ‘un willing to be under obligation to others’ . (40! Brearley considers 
that a person’s independence should be considered in terms of their 
individuality and their right to a degree of self-determination* 411 . Sir John 
Brotherston puts this another way when he says: “The major objective in 
planning services for the elderly must be to promote and to prolong their 
maximum independence. The best way to have people looked after is to keep 
them capable of looking after themselves”* 421 . Another way of considering 
independence is to think of it as being in control. This does not necessarily 
mean not receiving help, but means having a say in the help and how it is 

( 43 ) 

given . 



Practical measures to promote independence 

It would be easy, but probably unproductive, to go through a list of every 
service and to illustrate its importance to elderly people. What is crucial is that 
we do not lose sight of those very practical bits of help which make all the 
difference between being able to manage and not coping. In some cases it is 
direct help to the elderly person which is needed but in others it is help for the 
relatives* 441 . For some people it is a combination of services and for those 
fortunate enough to have them, each part of the jigsaw is important. Survival 
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at home may only be possible with helpers (professionals and/or volunteers) 
coming in and out all day; but for others it may be just one sei vice which gives 
the necessary security or freedom or peace of mind to enable a continued life at 
home. It may, for example, be regular chiropody which enables them to keep 
mobile® 45 ’; or it may be the presence of a telephone or alarm which can 
summon help in an emergency. 

Income: Others need little besides an adequate income: money can buy help 
and gives choice 146 ’. The need for additional income, especially for heating' " ’ 
and food comes through clearly in the research. And in all the research on 
housing elderly people, the importance of the home is high-lighted. Yet 
research tells us how many elderly people lack basic amenities® 48 ’ and occupy 
housing which is in poor condition - ie in need of rehabilitation. The 
probability that a particular household occupies a dwelling in need of 
rehabilitation rises sharply with the age of the head,® 49 ’ and many are elderly 
owner-occupiers®'' 0 ’. 

Mobility: One issue which is receiving growing recognition is that of mobility. 
It raises questions about methods of travel - walking, driving, bus and rail - as 
well as wider questions regarding travel concessions and the provision of 
voluntary transport. Alison Norman has pointed out the vicious circle which 
occurs when elderly people become trapped in their homes. But she wisely 
emphasises the need for local research and action, because the transport needs 
of elderly people are unique to them and where they live® 51 ’. Power underlines 
the importance of mobility when he says “one of the recurrent puzzles of 
previous work is the absence of any positive association between expressed 
loneliness and social contact. The evidence here suggests that the important 
link may be getting out of the home”.® 52 ’ Age Concern in their compilation of 
research studies on mobility point not only to transport solutions but the need 
for careful thought about the location of housing and of places which elderly 
people habitually use so that they are accessible to one another® 53 ’. 

Lack of knowledge: One of the problems about all the services is lack of 
knowledge - lack of knowledge by the elderly themselves and lack of 
knowledge by those who try to help them. This is demonstrated in the research 
study Life Before Death!' 54 ! The DHSS-funded research Information Needs of 
the Elderly examined information on benefits and services for elderly people 
and how the elderly used that information® 55 ’. Generally, the elderly were 
found to be uninformed, relying heavily on family and friends, with a 
tendency to ignore leaflets and other formal advice sources. Those who read 
and who receive any cash benefit are better informed. Little seemed to have 
been absorbed from watching TV or listening to the radio or attending old 
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people’s dubs. It is interesting that in a recent piece of research, take-up of 
rent allowances was found to be proportionately higher for pensioners than 
other groups* 561 . Despite the relatively low expectations and stress on 
independence of this group it was found they were more likely to be given help 
and guided through the system. One reason for success was consistent 
commitment by the local authority and all the staff involved. 

Fortunately for policy-makers and practitioners who need to come to grips 
with the facts, two recent attempts have been made to disseminate research 
findings and information more widely. One was by bringing together and 
summarising research findings from many different disciplines - medical, 
architectural, social sciences etc.* 57 ’ The other was the provision of a practical 
handbook giving sources of help/ 581 



The role of professionals and their perceptions of elderly people 

A second factor in promoting independence of elderly people is the role of 
professionals, their attitudes and practice. In this paper, social work is selected 
as an example from among the many professions responsible for service 
provision. Studies could equally have focused on medicine, nursing, or 
occupational therapy, to name a few possibilities. 

Although old people constitute the largest single client group referred to social 
services departments* 59 ’, they are amongst the least likely to receive help from 
a qualified social worker. Successive studies in the 1970s showed that, broadly 
speaking, qualified social workers were involved mainly and sometimes 
exclusively with children and their families. By contrast, elderly people are 
generally dealt with by unqualified or ancillary staff or considered as the most 
appropriate clients to be transferred to a volunteer* 60 ” 61 ’. This finding about 
the low priority accorded to elderly people has recently been echoed by the 
Barclay Report* 62 ’. 

The reasons for this cannot be ascribed simply to anxiety over child abuse or 
to concern for children in care. Other factors are also relevant. For example, in 
the DHSS (1978) study of area teams already quoted, Stevenson and Parsloe 
found many social workers happy with the priority accorded ‘statutory work’ 
with children, because this was in fact what they most enjoyed and an area in 
which they felt social work had most to offer. A survey of social work students 
carried out in 1976-77 (ibid) confirmed the popularity of child care activities; 
88 per cent of respondents expressed a liking for work with children and 
families. Only 28 per cent enjoyed work with old people. 
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The DHSS study indicated the extent of negative attitudes by social workers 
to old age and to the problems old people may experience. Old age was often 
viewed as a time of irremediable decline which is unlikely to be significantly 
changed and must therefore be tolerated. Old people’s problems were 
regarded as largely practical and susceptible to uncomplicated routine 
responses. A characteristic of these attitudes was failure to individualise and 
to acknowledge that some old people may also be experiencing social or 
emotional difficulties. And even amongst social workers and their immediate 
seniors who do acknowledge the wider needs of some elderly clients, there may 
be a lack of confidence in their ability to tackle the social or emotional 
problems of the elderly’ 1 ’ 51 . 

Attitudes taken by workers responsible for residential care show how the 
promotion of independence can be helped or hindered. For example in a study 
of the design of old people’s homes, the main finding was that residents should 
have more privacy and concern was expressed about stall attitudes 10 '. In 
Allen’s study of short-stay residential care for the elderly she comments that 
the ethos of homes was geared to staff doing things for the residents. “Even if 
short-stay residents had been active outside the home, the instant they entered 
its doors and observed how it was run they immediately conformed to what 
they saw as the rules and if the rules include being waited on it was not really 
surprising that short-stay residents conformed”.’ 651 

The Goldberg and Warburton (1979) study described social work 
intervention as directed towards meeting practical needs; in most instances, 
when long-term support was considered necessary, this was provided by 
surveillance or review visiting every three, six or twelve months. Where social 
workers were actively involved, Goldberg and Warburton noted a ‘stoic 
acceptance’ of the problems and circumstances of their elderly clients. By 
contrast with work for other client groups, the aims of continued intervention 
were rarely described as ‘seeking environmental or personal change’. Despite 
earlier evidence’ 6 ”'' by Goldberg et al that old people’s well-being can be 
significantly increased through improvements to their environment or help 
with social and emotional difficulties, the social workers in that study 
appeared to be adopting a somewhat fatalistic attitude - similar perhaps to 
that expressed by other professionals and by some old people themselves in 
the comment “It’s your age”. 

Subsequent research does, however, indicate that caution is now necessary in 
generalising too widely from the Goldberg and Warburton study. A current 
National Institute for Social Work study, which focuses on social work with 
old people, adapted and expanded the earlier questionnaires which Goldberg 
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and Warburton had used for all client groups. A more energetic picture of 
social work has emerged, with extensive involvement in assessment, 
counselling, liaison with other agencies and mobilisation of resources with far 
less time spent on routine review visiting.' 671 

The potential for a creative social work role with old people has been well 
documented by Challis and Davies 1681 in their preliminary evaluation of the 
Kent Community Care Project already described in Chapter 2 by Graham 
Fennel et al. The early successes of the project illustrate the value of an 
imaginative approach by social workers who have been given direct control of 
a specified budget to carry out their ideas. It is worth speculating how far this 
additional responsibility in itself encourages a more positive response. 

This selection of social work as an illustration of professional attitudes is not 
intended to imply that social work is more culpable than other professions 
which also regard work with elderly people as less exciting, less prestigious 
and less rewarding than work with younger sections of the population. 
Reluctance to work with old people can be found in the medical and nursing 
professions and would seem a common response to any section of the 
population whose problems are viewed as long-term. The worry is that so long 
as passivity, lack of knowledge and hopelessness persist among professionals, 
it is difficult to move much beyond a ‘warehousing’ approach' 691 to the needs 
of old people, whereby their basic survival is more or less assured but the 
quality of their existence is insufficiently considered. 



The rights of elderly people - including the right to take risks 

A third factor crucial to the promotion of independence among elderly people 
is recognition of their rights and (as a consequence of this) acknowledgement 
that rights include the acceptance of risk. 

Alison Norman has performed a useful service in bringing together many of 
the issues concerned with rights. She claims that “Old people are taken from 
their homes when domiciliary support and physical treatment might enable 
them to stay there . . . and they are often not properly consulted about the care 
or treatment to which they are subjected”.' 701 Lack of staff communication 
with elderly people; imposition of rules and regimes; and attempts to persuade 
or tell them to act in a particular way are exposed by recent research studies. 

Another theme, especially of the recent DHSS research, is that the marked 
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improvement in meeting material needs has to be matched by more attention 
to the psychological and social needs of elderly people. 

If the acceptance of rights means that risks must be accepted, this has great 
implications for carers, whether informal or professional. Acceptance of risk 
is a growing feature in the literature. 1711 Stevenson discusses the risk of self- 
neglect which centres on heating, eating and hygiene, and how professionals 
have to “walk the tightrope between allegations of interference, and of 
neglecting their duty to protect the vulnerable”. 172 ’ This was also an issue in 
the sheltered housing project where the researchers state “the danger of trying 
to eliminate all risk from life is that we permit more and more surveillance and 
control”. 1 3 ! And in the study of design of local authority homes, one 
recommendation was that staff must respect the rights of individuals to take 
risks. 1741 

The unreality - even were it desirable - of providing 24-hour coverage for 
those at risk is underlined by researchers such as Jolley. He points out that it is 
quite beyond the limit of families to provide supervision for every hour of the 
day and “Even in a residential home or hospital, old people may be left 
unsupervised for hours”. 1 751 



Health as a factor in independence and the right to take risks 

Every survey of elderly people has demonstrated how important good health 
is to them. The term ‘health’ in this context is used to mean freedom from 
distressing symptoms and freedom from disability rather than the broader 
World Health Organisation definition of complete physical, social and mental 
well-being. In old age, medicine concentrates on symptom relief and the 
functional approach, promoting the elderly person’s ability for self-care and 
mobility, both inside and outside the house. 

The contribution of accurate diagnosis and careful treatment to the quality of 
life in old age should not be under-estimated. Early intervention, effective 
communication between doctor and patient, careful prescribing and adequate 
follow-up are all important means to the end of better health. The most 
effective way of achieving this is to develop an effective system of primary 
health care with an emphasis on prevention. 1761177117811791 Some prevention does 
of course take place because professionals offer specific services to elderly 
people, but the individual elderly person has a vitally important part to play, 

because to maintain fitness they have to be allowed to struggle and to be at 
risk. 
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Recent research has emphasised the distinction between the effects of normal 
ageing and the effects of three other processes - disease, progressive loss of 
fitness and social change. 




Source: GRAY, ‘Practising Prevention in Old Age’. British Medical Journal 285, 

21.8.82 pp.545-547. 



The rate of decline of an individual therefore takes place at a faster rate than 
the best possible rate of decline, were there no loss of fitness, no illness and 
optimum social conditions. 
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Fig 2: Rate of change of physical fitness with age. Broken line - rate of decline due to ageing 

alone if fitness is not lost. Continuous line - actual rate of decline. 




GRAY, J.A.M., ‘Practising Prevention in Old Age’. British Medical Journal 
285, 21,8.82, pp.545-547. 



This diagram shows that the fitness gap widens with advancing years and is 
greater if an individual has a disabling disease. 
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Physical and mental fitness: There is now good evidence that the loss of fitness 
in old age affects all five aspects of fitness, ie 

- Strength 

- Stamina 

- Suppleness 

- Skill 

- Morale 

Furthermore, there is evidence that all these aspects of fitness can be improved 
if individuals increase their levels of activity. But as age advances, the more 
quickly is fitness lost and the more slowly is it regained. So ways must be found 
to encourage elderly people to remain active. 

Emphasis should be given to the philosophy that elderly people have a right to 
struggle, although the onset of difficulty should indicate the need for medical 
referral, in order to ensure there is not some correctable cause of a 
deterioration in function, namely deterioration due to disease rather than a 
loss of fitness. Furthermore, elderly people have a right to make decisions; this 
in itself helps maintain mental fitness. A corollary of this is that they have a 
right to make mistakes and to be at risk. But this has to be balanced against 
their obligation to others, for example their obligation to those on whom they 
depend and their obligation to others who might be put at risk by their actions. 

Active elderly people can retain fitness in many ways. For those who are 
housebound, however, it is important to think of new ways of delivering 
services so that recipients are not deprived of the opportunity to undertake 
tasks and make decisions within their competence. For example, in housing, 
care must be taken that decisions about heating are not removed from 
mentally capable elderly tenants simply to reduce risks of hypothermia. 

The application of this philosophy does not mean that services should or can 
be cut. Paradoxically, it takes more staff with more sensitivity to enable 
elderly people to regain skills than is required if the need to exercise such skills 
is removed from them and tasks are undertaken by staff or volunteers. 

Attitudes to health: The beliefs that elderly people hold about health are 
relevant, for some may be reluctant to struggle and maintain fitness. Some 
believe that the problems are all due to ‘old age’ - namely, to the ageing 
process; others that they will ‘wear out’ their bodies if they use them, although 
the opposite appears to be the case. Some believe that as they have worked 
hard all their lives they deserve to be ‘looked after’; and a small proportion 
believe that as they have paid rates and taxes it is only right that those 
employed by the state should do things for them. 
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One of the most difficult problems is that if an elderly person’s mobility and 
activity can be increased sufficiently to allow independence in terms of food 
preparation or bathing, this may paradoxically lead to greater isolation. 
Greater fitness in medical terms may lead to deterioration in social terms 
through the loss of home help, district nurse or visitor. 



Self determination and the contribution of elderly people 

To remain independent for many people means continuing to live their own 
lives, regardless of the views of others. Although it is necessary for researchers 
and others to highlight areas of need, deficiencies in social services and the 
plight of some elderly people, this unfortunately does not help the public 
image of the majority who need little or no help. It is all too easy to lose sight of 
the fact that many elderly people have a continuing role in contributing to 
society. This contribution - in politics, to families, community activities, 
voluntary work and (for some) paid employment - has been outlined 
elsewhere.* 80 ’ But perhaps the wheel is beginning to turn. It is significant that 
the theme of the UK contribution to the World Assembly on Ageing was on 
the positive contribution of older people. 



C. CONCLUSIONS 

So far this paper has considered as two separate topics (1) ways of improving 
the quality of life of elderly people ; and (2) ways in which independence can be 
promoted. An obvious question is whether the one necessarily leads to the 
other. For instance, does the promotion of independence always improve the 
quality of life? This is a very difficult question to answer; it would depend on 
how a particular elderly person felt their quality of life was enhanced by 
independence. Looking at it the other way round, does improving the quality 
of life always promote independence? Of course not. To give one obvious 
example, the material quality of life may be vastly improved if an elderly 
person goes into sheltered housing or residential care. They may be better 
housed, warmer and better fed. If they are in sheltered housing the evidence is 
that they are likely to receive more in the way of domiciliary services than 
people of similar dependency living in ordinary housing,* 81 ’ Whether they are 
more or less independent than before is questionable. Another dimension of 
this discussion which has been dealt with at greater length in Chapter 5 is the 
balance of wellbeing between elderly people and their carers. No person is an 
island unto himself - another factor to be kept at the forefront in policy 
formulation. 
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To sum up, recent research evidence gives positive indicators of what can be 
done to improve both the quality of life and independence of old people. 
Warning notes are, however, sounded about the dangers of ignoring the 
effects on other people, especially in the case of elderly people needing a large 
degree of personal help. But there is danger in drawing conclusions about the 
elderly population generally from research which in the main concentrates on 
the small and not necessarily representative proportion who come within the 
orbit of social services. While some of the research has concluded that society 
needs to identify groups at risk {82) , is it not equally important that future 
research looks at the positive aspects of people’s lives? Elderly people who 
remain independent, or who are able to cope with dependency in a positive 
way, and those whose quality of life is rich, have much to show those of us who 
approach old age. 
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(Steven Cooper of the Policy Studies Institute also pave considerable help in the preparation of this 
paper and many thanks are due to hint.) 



The first aim of this chapter is to draw together the main themes to emerge 
from recent research relating to the elderly and their informal carers. The 
second aim is to look at some of the more important findings in more detail 
and consider their policy implications. 



WHY THE EMPHASIS ON CARERS? 

Carers have recently become very fashionable, although they have been with 
us for a long time under different names. But in the last year or so there has 
been a sudden upsurge in interest in what the Equal Opportunities 
Commission has defined as ‘those caring for dependants on an unpaid 
basis’ 1 1! . What has caused this? 

The fact is that a major social challenge (2) is on the way. The future dramatic 
increase in the number of very elderly people living in the community is by 
now well known, but it cannot be emphasised too much that an increase of a 
quarter of a million over-85-year-olds in the next twenty years must have 
considerable implications for policy and care. There have been suggestions of 
a reduction in the number of carers and what they will be prepared or able to 
do. The scene is complicated by the fact that there have been cuts in health and 
social services, and at the same time there has been a definite shift in social 
policy towards a greater emphasis on care by the family within the community 
and away from the concept that the state will provide 5 ' 1 . It all means that a very 
careful look must be taken at the factors affecting carers both now and in the 
future to see how this challenge can be met. 

The developing interest in community care, which in practice means an 
emphasis on the need for carers at home to look after the increasing numbers 
of frail, elderly people, must be seen against a changing background. Certain 
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traditional assumptions about carers can no longer be taken for granted, while 
others may be challenged dramatically before the end of the century. 

There are demographic changes affecting family structure, leading to smaller 
families, fewer unmarried daughters, fewer daughters in general. People will 
simply have fewer relatives, and perhaps more importantly, fewer female 
relatives, David Eversley has estimated that a 75-year-old in the early 1980s 
may have 15 close female relatives but that for a 75-year-old at the beginning 
of the next century this number may well be halved, with a higher proportion 
than now in full-time education or full-time work, “This reduced availability 
plus the increased tendency on the part of the parents to move away to the 
retirement zones, will all tend to decrease the probability that at least one near 
female relative will be available to undertake caring functions.”* 41 

There is an increasing divorce rate which will inevitably lead to more 
complicated family patterns. Remarriage and a second family may bring more 
kin into the picture, but how close will be the ties to the new and old kin, and 
how strongly will familial responsibilities be felt? Roy Parker points out that 
we know little about how the dependent step-grandmothers and grandfathers 
of the next century might be looked after* 51 . It could be argued that the 
problem is already here. Will a second wife, perhaps in her twenties or thirties, 
feel any obligation to look after an elderly mother-in-law? Will her 
predecessor feel any sense of duty towards her former mother-in-law, and 
should she? A whole new set of duties and responsibilities may or may not 
grow up. 

Elaine Brody found that grand-daughters in their twenties felt a strong sense 
of duty towards grandparents* 61 , but how far will this ‘grandfilial 
responsibility’ stand the test of time and the realities of their own family and 
working life? 

An increasing proportion of women work outside the home and this increase 
has been particularly marked in recent years among married women aged 
between 45 and 59, the age-group traditionally most likely to take on the 
responsibility of an ageing relative. In 1979, 61 per cent of married women in 
this age-group were economically active, compared with 53 per cent in 1971 
and only 33 per cent in 196 1 (7) . It should be recognised that an increasing 
proportion of women in their forties and fifties may well be the sole 
breadwinners in the families of the latter part of the century, through divorce 
or the unemployment of their husbands. In many other cases their financial 
contribution will be an economic necessity. Women do not work for pin 
money now. It is unlikely that the proportion of women working will decline; 
and in spite of the fact that the rate of increase has recently slowed down, the 
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proportion may well begin to increase faster once more as the generation of 
women accustomed to the role of full-time housewife reaches retirement age. 
This of course assumes no substantial shift in present employment patterns. 

But it is not only women’s working patterns which have changed. A new 
generation of better-educated women with higher expectations will have 
grown up in the next twenty years. Janet Finch and Dulcie Groves ' 81 have 
argued that present policies will bring pressure to bear on women to look after 
frail dependent relatives at home and that plans for the future of community 
care depend too much on the unpaid labour of women. They argue that these 
plans may well be counter-productive to the promotion of equal 
opportunities, and warn against an uncritical acceptance of the attractions of 
‘community care’: . . in practice community care equals care by the family, 

and in practice care by the family equals care by women”. They question 
whether women will continue to accept “their cultural designation as carers”, 
and call for the need to defend the equal opportunities which women have 
achieved. From whatever viewpoint the situation is approached, it must be 
accepted that women will not easily give up the independence to which they 
have become accustomed, and that some redistribution of caring tasks will be 
demanded by the young women of today who will be the carers of tomorrow. 

There are, of course, other important factors affecting the future of the care of 
the elderly. Much will depend on patterns of employment and unemployment. 
Increasing male long-term unemployment may mean an increase in the 
numbers of men taking on caring roles within the family. Much greater 
geographical mobility, both on the part of the elderly themselves, and their 
children and grandchildren, will continue to have far-reaching effects on 
caring within the family. It has been noted that nearly one household in ten 
moves every year, and half these move a considerable distance'*”. The 
implications of this for care by a dwindling number of caring relatives are 
considerable. Finally there has been considerable speculation on whether the 
family will continue to care for their elderly relatives. The death of the family 
has been signalled many times over the last few decades. 



FAMILY CARE FOR THE ELDERLY 

Certainly, one of the myths that should be exploded is that the family does not 
care for the elderly'"’ 1 . Successive reports over the years have shown that they 
do, often at great cost to themselves ' 1 1 M) . An excellent summary of the extent 
of family care and the changing factors affecting it is given by Anthea 
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Tinker 1 "'. Perhaps one of the greatest problems is that such care or ‘tending’, 
as Roy Parker* 161 has called the intensely personal care offered by many carers, 
is and has been largely invisible* 171 . It has been provided mainly by women at 
home, who have no industrial muscle, who have not been organised, and 
whose contribution has been largely unrecognised 081 . It is only when a crisis 
occurs that some glimpse is given of the ‘work’ of the carers and even here it is 
the breakdown in caring which receives attention, not the amazing fact that 
such breakdowns are really very rare, and often come at the end of years of 
caring for a steadily deteriorating old person. 

The Equal Opportunities Commission estimates that there are some l'/ 4 
million carers in Britain at the moment, the majority of whom are looking 
after an elderly dependant 1191 . Who are the carers and what do they do? 
Research indicates that they are still predominantly female members of the 
family. The HOC survey of carers* 201 found that three-quarters were women; 
the PSI study on short-stay residential care for the elderly found that 85 per 
cent of the carers were women* 211 ; Audrey Hunt in 1965 found that one 
working woman in eight was responsible for the care of at least one elderly or 
infirm person*" 1 . However, it appears that the traditional pattern of the 
unmarried daughter looking after elderly parents or the married daughter 
taking on the responsibility for a widowed parent is changing* 23-271 , although 
there are still some 300,000 single people caring for an elderly relative at 
home*" 81 . Daughters and daughters-in-law still constitute the largest group of 
carers in most recent studies. 

It must, of course, be remembered that a significant number of elderly people 
have never had children or have outlived their offspring. Mark Abrams found 
that 30 per cent of his sample of over-75s had never had children and 35 per 
cent had no surviving children* 291 . Who are the other carers, and what 
indications are there of changing patterns? There is evidence that an 
increasing number of carers are elderly* 301 , sometimes very elderly themselves, 
and demographic forecasts suggest that this trend will continue, particularly if 
men live longer and there is an increase in the number of two-person retired 
households* 3 u . Enid Levin found that the average age of supporters in her 
study was 61 , while 37 percent were over 70* 321 . There is certainly evidence that 
elderly husbands and wives do far more caring than has hitherto been 
recognised - ‘the frail who lead the frail’ - some of them under very difficult 
and exhausting circumstances* 331 . Partly because of this we may well see an 
increase in the number of male carers in the future. The size of this increase, 
however, depends also to a large extent on whether the young men of today 
(who appear to be playing a rather more participatory family role than their 
fathers) are prepared, or able, to carry on that role into middle age, and to 
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share in the caring of theii elderly relatives. Some commentators are sceptical 
of how profound or widespread these changes in traditional roles have been, 
and Elaine Brody notes that the expectation that the solution lies in the 
sharing of patent cate between husbands and wives or brothers and sisters 
provides only a pai tial answer to the problem; , , it must be remembered 
that the combination ol women at work and parent care means not a 
redistribution of existing tasks, blit a larger package of responsibilities to be 
redistributed . As we have seen, it is possible that the increase in male 
unemployment which is now such a feature of the eighties may also contribute 
to an increase in the numbei ol male carers. Since it is well established that 
male carers arc more likely to receive statutory support than female carers, the 
policy implications of this should not be overlooked. 

Eldei ly people do not necessarily live with their carers, even when they appear 
to be highly mentally or physically dependent* 35 ’ 361 and, as we have seen, 
increasing geographical mobility may well bring about an increase in the 
numbers of elderly either living alone or with someone other than their 
immediate family. The implications ol a growing number of non-resident 
carers must be recognised. In my own recent study of short-stay residential 
care, it was initially surprising to find that as many as 48 per cent of our sample 
of carers did not live with the elderly person, particularly since one of the main 
reasons for short-stay care was still said by Social Services Departments to be 
as holiday relief for a resident carer* 371 . 



THE NATURE OF THE RELATIONSHIP 

The relationship, in both senses, of the carer to the elderly person is of crucial 
importance to the type of care given and to the tolerance level* 381 . Looking 
after a beloved husband or wife may well be much easier than being suddenly 
faced with an incontinent mother-in-law with whom a happy relationship has 
never been established. It is highly unlikely that a new warm relationship will 
grow out of increasing dependence, and much more likely that increasingly 
bitter resentment will result. Relationships have important implications for 
the quality and type of personal care given. Husbands and wives may be able 
to give their spouses baths, even when surprisingly infirm, whereas such 
personal contact may be found Impossible by, for example, a son for his 
mother, or a daughter-in-law for her mother-in-law, for different reasons. 
Cherry Rowlings has pinpointed some of the problems in her interesting 
discussion of family relationships; 
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It may well be that what one can do for one’s children one cannot do for 
one’s parent; that the closeness of family relationships makes the 
performance of intimate care tasks fraught with embarrassment and 
discomfort; or that what one can do without question for one’s parents one 
cannot do for parents-in-law* 341 . 

There are also, of course, great problems attached to role reversal where an 
ageing parent appears to assume childlike dependence, particularly where 
family tensions have never been resolved. Sometimes tensions may boil over 
into physical abuse, although this ‘granny battering’ is a subject which has 
been kept well under the carpet until recently. Even now there is no indication 
of how widespread it might be. Researchers are sometimes given glimpses of 
the results of the tremendous stress carers are under, but it must be 
remembered that whereas hitting a child may still be socially acceptable, 
hitting a frail old lady is not. Enid Levin found that 19 per cent of her sample 
of supporters said that they “had had to hit or shake the elderly person” 1 ' 11 ”. In 
my own research on short-stay care, there were several veiled references to 
physical violence, but only two really explicit examples of carers admitting 
that they had hit their elderly relatives in anger or desperation*' 1 ”. Mervyn 
Eastman includes emotional or psychological abuse as well as physical abuse 
in his definition of ‘granny battering’* 421 , and certainly by this definition many 
elderly people may be ‘at risk’. His plea for recognition of the problem and 
help for both carer and elderly person is echoed by Cherry Rowlings who 
points out the need for sensitive awareness by social workers to potentially 
explosive situations 1 "' 0 . 



THE DURATION OF CARING 



The duration of caring is of great importance* 44, 4S) . It must be recognised that 
it is much easier to look after someone for a few weeks rather than for years 
and years without respite, which so many carers find themselves doing 
without having realised initially what they were letting themselves in for. 
Research indicates that some caring relationships are of very long duration, 
although the distinction between ‘caring’, in the sense that spouses may care 
for each other during a married life, and ‘caring intensively’ or ‘looking after’ 
is an important one. Nevertheless, in the short-stay residential care study we 
found that 20 per cent of both resident and non-resident carers had been 



looking after the elderly person for more than ten years, and over 50 per cent 
of the resident carers said they had been providing this kind of care for more 
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than five years' 4 '’’. The EOC Survey Report found that 44 per cent had been 
caring for more than five years, and almost 25 per cent for over ten years' 471 . 



One of the problems in the duration of caring is that for so many carers the 
commitment is open-ended, although they may not realise "this at the 
beginning. In the 1979 survey carried out for the National Council for the 
Single Woman and her Dependants, it was found that nearly three-quarters 
had no idea how long they expected to continue caring' 481 . The problems 



out the increasing strain: 

A * tUo Anf nnt fU/i ... — t **«• i .4 . . . 



Roy Parker, in his discussion of the duration of ‘tending’' 511 , says, “In 
circumstances where it is not clear how long a commitment will last, therefore, 
people may be understandably cautious in embarking upon it”. What is 
striking from research findings is how many people cio not appear to have 
exercised much caution before taking on the role of carer for the elderly. Some 
take it on in a crisis, but the problem is that clear-cut beginnings to this kind of 
caring relationship are much rarer than might be supposed. The pattern of a 





Queen, but you won’t see it . . .’ 



Probiems may occur with elderly spouses who have assumed the caring 
responsibility gradually as their partner deteriorates. Clare Wenger' 501 points 
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NON-RELATED CARERS 



The emergence of a substantial proportion of carets who ate not related to the 
elderly person has other implications for social policy, as an increasing 
number of elderly people remain longer in the community without near kin to 
support them* 5 " 1 . Clare Wenger found in North Wales that where family was 
not available nearby, neighbours and friends stepped in to help , and the 
extent of help offered by friends and neighbours is illustrated in several recent 
studies. The commitment of these carers may well be less open-ended than 
that of relatives, although on the other hand the stresses of the relationship 
may not be so great. Carers who are not related to the elderly person may be 
more likely to receive statutory help for the elderly, particularly since they are 
not living with them in most cases. 



CARERS ARE NOT AN HOMOGENEOUS GROUP 

The fact is that ‘carers’ do not constitute an homogeneous group of people, 
any more than the elderly themselves. Failure to appreciate this can lead to 
completely inappropriate expectations by the State of the potential role of 
these carers. 



WHAT IS CARE? 

What do carers actually do? They care or they give care. But what is care? 
David Gilroy has drawn attention to the problem of definition: “The word has 
tripped off tongues so freely and so frequently that it long ago became part of 
social work’s almost unquestioned vocabulary” 1 ’ 14 '. Roy Parker suggests that 
‘tending’ is a better word to describe the very personal and intimate care given 
to elderly people no longer able to look after themselves* 55 ’. This care is often 
precipitated by some physical illness or crisis 156 ’, although, as we have seen, it 
may gradually develop from a different kind of relationship and it usually 
involves the carer in performing certain tasks for the elderly “which are 
considered to be desirable to normal daily living”* 57 ’. Although much of the 
‘caring’ described in research relates to some physical disability on the part of 
the elderly person, there has been increasing interest in those who care for the 
elderly mentally infirm, who may need very little physical care, but whose 
carers, as Enid Levin’s work so graphically shows, may carry an enormous 
burden* 58,1 . 
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There have been recent attempts to try to define caring tasks and to measure 
the amount of time spent on them, with the aim of costing the contribution of 
carers to the care of the elderly. As the Equal Opportunities Commission has 
pointed out, “Anyone who cares for someone else does so at some cost to 
themselves”* 59 ’. Muriel Nissel applied the research technique of time budgets 
to measure the amount of time spent by carers in looking after a handicapped 
dependent relative* 001 . She makes a useful distinction between different 
categories of care, from Category A, involving active help by the carer with 
personal tasks such as feeding, toilet and lifting, through to Category E, which 
covers ‘passive help’, which includes listening out for the dependant. She also 
distinguishes between primary activities which involve full-time attention and 
secondary activities where people do something else at the same time. She 
found in her sample that the burden of care fell on wives rather than husbands, 
with over half the women spending over three hours a day actually caring for 
the elderly dependant, while over half the husbands played no direct part in 
the care. She also looks at the financial cost to the family of caring activities, in 
terms both of time spent and in the opportunity cost of earnings forgone by 
wives, and develops a framework for measuring the cost of care. She 
concludes, “It is critically important that there should be more comparative 
information on the costs and benefits to the family, to the state and to the 
person being cared for, of different ways of looking after the growing 
proportion of fragile and handicapped elderly in our society. Systematic 
analysis of the cost of family care in particular is a neglected area”. 



COSTS TO THE CARERS 
a) Employment and financial costs 

What are the costs to the carers? Direct financial costs are certainly often 
incurred in terms of extra heating, laundry, diets, substitute care, transport 
and so on. A major financial cost may be involved in improving or altering 
accommodation, or in retaining a larger house than is otherwise needed 
because of the elderly dependant. But financial costs may be more subtle, 
connected with loss of earnings for the carer, either directly, through having to 
give up work to look after an elderly relative* 651 , or indirectly, through not 
being able to take up employment when children are growing up; or having to 
take part-time work when full-time work would be preferred* 621 . The National 
Council for the Single Woman and her Dependants found that over a third of 
the single women in their 1979 survey had to give up work to care tor their 
elderly dependant, usually because there was no alternative but in many cases 
because of the strain upon their own health. Audrey Hunt’s 1976 survey 
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indicated that the need to look after sick or infirm relatives was an important 
factor in middle-aged women giving up work’" 5 ’, while Ann Cartwright found 
that a quarter of the carers looking after the dying gave up work to do so (fi4) . 

But it is not only the problem of giving up work altogether which hits many 
carers. Others find that they can only manage to work part-time, or have to 
reduce the number of hours they work, or cannot accept promotion. The 
Equal Opportunities Commission 1980 Survey Report found that although 60 
per cent of carers in the sample were working, most were in low paid jobs and 
working part-time 165 ’, and the EOC comments that the income and work 
opportunities of women carers were clearly restricted by their domestic 
responsibilities. 

Reduced employment opportunities may well bring the problem of reduced 
pension contributions, for, as the Equal Opportunities Commission points 
out clearly, the “home responsibilities protection which was intended to 
safeguard the old age of those with caring responsibilities excludes many 
carers”' . Finch and Groves reinforce the point that giving up work in order 
to care for a dependent relative may be a prelude to poverty in old age for the 

( 67 ) 

carer . 

Income from benefits is very limited for carers. Married women caring for 
others are simply not eligible for certain benefits, including the Invalid Care 
Allowance which is paid to men and single women below retirement age who 
have given up work to look after someone receiving the Attendance 
Allowance. It is really the only benefit given specifically to carers and, most 
important, it preserves the carers’ pension contributions. The EOC has 
brought tremendous pressure to try to have this benefit extended to married 
women. 

Research indicates that the income of the elderly is often very low, and it is 
clear that carers often supplement the income of their elderly dependants. One 
of the reasons for the low income is the patchy take-up of the Attendance 
Allowance, in some cases because of lack of knowledge of eligibility and in 
others because of the deterrent effect of admitting disability or being 
examined by an unknown doctor to assess the extent of disability. In some 
cases, elderly people who may need constant care and attention may not 
qualify for the Attendance Allowance, because their dependency may not 
meet the requirements of ‘frequent attention ... in connection with bodily 
functions’. Norman Vetter points out that too much emphasis is put on the 
incontinence of the elderly person and has found that it is almost the only 
criterion for receipt of benefit in some places. He suggests that this may well 
militate against take-up of Attendance Allowance by some of those most in 
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need, partly because carers and elderly people are loath to admit to 
incontinence in the dependent person, and partly because a skilled carer will 
take great pains to ensure their dependant does not suffer from incontinence. 
He also points out the difficulties put in the way of the elderly as far as 
Attendance Allowance is concerned compared with the way in which children 
are treated: “Someone caring for an elderly stroke victim can have no 
Attendance Allowance for the first six months. No one would dream of not 
allowing child allowance for, say, the first six months of a child’s life, when at 
the most dependent”*" 85 . 



b) Social costs 

But it is the problem of other costs to the carers which have attracted attention 
recently. The social costs to carers - the restriction of a normal social life - 
have been eloquently described in countless first person accounts* 69 ’ 70 ’, as well 
as in research reports. The increasing social isolation of many carers is 
perhaps one of the most distressing aspects of their role, and nowhere is this 
seen more clearly than in the case histories collected by the National Council 
for the Single Woman and her Dependants.* 7 ” Normal social life can be ruined 
and terrible strains put on the family, as graphically illustrated by one of the 
carers in the short-stay residential care study* 72 ’: 

‘She creeps around and listens at doors . . . she always goes through people’s 
pockets, so we have to lock up guests’ coats. We take her out, and if she 
can’t join in she starts to be very rude to them. It’s disrupted our social life. 
We’ve just realised we never have anyone round . . . I’m torn between her 
and my husband. She drinks anything in sight. At our son’s wedding she got 
absolutely blotto and had to be put to bed.’ 



c) Emotional and psychological costs 

The emotional and psychological costs to carers vary tremendously, but again 
there is ample evidence of the great stress under which many carers operate, 
particularly when they are subjected to personality changes and behavioural 
problems in beloved relatives* 73,741 . Tensions within the household of the 
carer, caused or exacerbated by the presence of the elderly person, are a 
common cause of stress among carers, often, although by no means always, 
coupled with a perceived lack of support from other family members, both 
within and outside the immediate household* 75,761 . Although it has often been 
stated that the bulk of caring tends to devolve on one person, usually the 
nearest female relative, nevertheless in the short-stay care study there was 
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evidence of great support for both carers and the elderly themselves from 
other family members (77) . One of the main problems for the principal carer is 
associated with the fact that looking after a frail elderly dependant often 
requires virtually constant attention, so that help with various specific tasks 
may not be as highly rated as it may deserve. Enid Levin points out that other 
family members rarely provided relief for the supporters in her sample in the 
sense of taking the elderly person for twenty-four hours or more* 78 *. Muriel 
Nissel found that women were responsible for the vast majority of the caring 
of the elderly person, even where she was the husband’s mother. Children were 
not expected to participate in the care and in many cases carers tried to protect 
their children from the caring role. 



d) Physical costs 

The lack of relief or respite from their caring role has been pinpointed as one 
of the greatest burdens of caring, and again my recent research and that of 
Enid Levin’s has highlighted the problems of those who care 24 hours a day 
for 365 days a year. Enid Levin found that around a quarter of her supporters 
living with the elderly person said that they never left him or her alone, and a 
further 50 per cent said that they could never leave them alone for more than 
three hours without anxiety* 79 ’. In my study, three-quarters of the resident 
carers said that the elderly dependant had not been away even overnight in the 
last year apart from the short stay in a residential home. For them the short 
stay was a lifeline, and without it there was little doubt that some would have 
been unable to continue their caring role (8 ' J! . 

With increasing numbers of elderly carers combined with increasingly frail 
dependants, the sheer physical costs to carers in terms of sleepless nights, 
illness and physical wear and tear from lifting and looking after their 
dependants must not be underestimated. The Crossroads survey of carers of 
physically handicapped people found that 68 per cent of them suffered from 
some degree of ill health* 8 1) . Enid Levin found that nearly half the supporters 
in her study said that they had disabilities limiting their activities, and found 
evidence of considerable psychological stress among them {82) . The 
Association of Carers is particularly concerned about the health of carers, and 
society in general should share this concern. 



MOTIVATION TO CONTINUE CARE 

So why do people care for their elderly dependants and, perhaps more 
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important, why do they continue to do so? This is, obviously, a subject too 
wide to be dealt with in detail here, but there are certain important points to be 
made. Research indicates a wide variety of motivations for caring for the 
elderly, some of which are rooted firmly in a loving relationship in which there 
is no question that the carer wants to continue to care under any 
circumstances. There are other relationships where there is, or has been, a 
large element of reciprocity or exchange 183 ’ 84) . Caring relationships rarely 
begin as a one-way traffic of care and giving. But some people have caring 
thrust upon them, others drift into it, some take it on as an inescapable duty, 
while many, as we have seen, take it on at a time of crisis without realising 
what their long-term commitment may be. 

One of the most important factors affecting the willingness of carers to 
continue is what they perceive to be the alternatives* 85,861 . If these are 
perceived to be poor or non-existent, carers may continue, possibly with an 
intolerable burden, whereas if they are perceived to be good, they may be 
prepared to discontinue caring. There are certainly policy implications in the 
extent to which carers should be made aware of the alternatives, and it must be 
recognised that some carers should be encouraged or enabled to give up their 
caring role before a crisis forces the situation, with all the accompanying guilt 
and distress so often involved. 

So much of our social policy is geared to ‘crisis management’ . We appear to be 
much better at putting out the fires once they have started than in preventing 
them from starting. The state, as Moroney has pointed out, is more geared to 
providing substitute services than supportive services* 871 . It tends not to get 
involved until it takes over. There is still a widespread feeling among carers 
and professionals alike that residential care is the last resort and in some way 
an admission of failure. This can only add to the guilt and feelings of 
inadequacy of carers who, in fact, have often been coping with an increasingly 
deteriorating situation for years. 



GIVING UP THE BURDEN OF CARE 

Moyra Sidell points to the need to offer more help and support to carers before 
they give up the full-time caring role, particularly at the time when transition 
from home to residential care is being considered* 881 . She has found, like other 
researchers, that many carers find the decision of putting their relatives into 
long-term institutional care extremely difficult to take, and one in which they 
need the sensitive support of all professional workers concerned. She draws 
attention to the fact that for many carers admission to residential care of their 
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elderly dependant is akin to bereavement, and stresses the need for a type of 
bereavement counselling in such cases, particularly where there has been a 
long and close relationship. In far too many instances the admission of an 
elderly person to a residential home or hospital is seen as ‘closing the case’ , but 
the carer does not suddenly cease to care. Moyra Sided points out the poignant 
problems of many: 

A lady who had coped with her aggressive, incontinent, eighty-year-old 
husband for about three years, said after he had been admitted to a long- 
stay psycho-geriatric ward, ‘He’s been a wonderful man in his time. It’s sad 
he’s got to end up like this - he sits there like a cabbage now. He doesn’t 
know if it’s Sunday or Monday, or where he is - and he was so on the dot one 
time . . Such was her guilt and remorse that she was planning to sell the 
bungalow and move into a flat near the hospital where she would attempt to 
have her husband home, in spite of two disastrous trial weekends, during 
which her husband had knocked her down and kept her awake all night, 
calling out, ‘Where’s all the bloody staff?’ Although her son was very much 
against the idea, she had no peace, constantly thinking of her husband miles 
away in a geriatric ward. She insisted that, if she had just one more try, she 
would feel better. 

Why do carers give up? There appear to be some problems which are more 
trying than others, for example, incontinence, behavioural problems, 
particularly aggression, and disturbance at night* 89,901 . In 1972 Isaacs found: 
“The factors which made the burden of caring for an ill old person 
overwhelming were, above all, the personality of the patient, the distortion of 
personality and behaviour caused by mental illness, and to a lesser extent the 
physical burden of providing night-and-day nursing care for the helpless”* 91 
All these ‘final straws’ recur in the research, and Enid Levin underlines the fact 
that the problems which appeared to produce particularly severe distress 
among her supporters occurred predominantly in the areas of behaviour and 
the relationship with the elderly person. But the theme running through all the 
research is that for the majority of carers the decision to stop full-time caring is 
not one which is taken lightly and is made only when their ‘quality of life’ has 
deteriorated considerably. 



WHO CARES FOR THE CARERS? WHAT DO THEY NEED? 

The invisibility of the carers has meant quite simply that nobody has taken 
much notice of them until now. But it has become increasingly obvious that 
unless someone supports the supporters there is a danger that the burden of 
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caring in the family may prove to be too great in the future. There has been 
increasing official recognition of this fact, not least by the Secretary of State 
for Social Services: 

Central government, local government, health authorities, voluntary 
bodies and, not least, employers and the general public must all recognise 
the full burdens being borne by caring relatives. They should be ready to 
offer practical help and support. Services provided for elderly people, 
particularly those who are older and more frail or who are mentally 
disordered, must take account of the needs of the carers . 

Few services are aimed specifically at carers, although they obviously benefit 
from services for their elderly dependants. What kinds of practical help and 
support do carers themselves need? Some research indicates that they need 
more of the types of services already being provided 1 ' 3 * - more home helps, 
more day care, more relief breaks of various kinds, more contact with GPs 
who are the gatekeepers to so many services, more community nurse care. 
There has been some debate on the effects of increased statutory intervention 
on care in the community, but a lot seems to depend on the nature and 
appropriateness of this intervention. Certainly there is no indication that 
carers stop caring if they are offered a home help once a week or someone to sit 
for an evening with the elderly relative. The evidence from most recent reports 
points to the inadequacy of most statutory services as far as carers are 
concerned, and there is little danger that their willingness to continue caring 
will be affected by more statutory help. Indeed, the reverse may well be true, 
since it is the overload on the carers which often forces them to relinquish their 
role. 

Other research indicates that the need is for a more individualised ‘package of 
care’ or more flexibility in the provision of services, or simply a more 
imaginative approach to the needs of both the elderly person and the 
carer 194, 95) . Inappropriate services may be offered or assumptions made about 
the needs of the elderly without consulting the carer. Day care is much more 
commonly offered to elderly people living with carers, and home helps to 
those living alone (<J6) , but is the assumption behind this distribution correct? 
Indeed, one of the most important requirements for those concerned with the 
provision of all services is to query traditional assumptions of need. There is 
disturbing evidence that carers in most need do not receive services that other 
carers do. For example, Clare Wenger found that elderly spouses were very 
much less likely than younger relatives to receive help from a district nurse 
with bathing an elderly dependant 197 ’. Enid Levin reports that home helps and 
meals on wheels were comparatively less likely to be allocated in situations 
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where there was heavy incontinence or where the elderly person “exhibited a 
high number of trying behaviours”'* 81 . 

Statutory help may be arbitrarily distributed. Male carers are much more 
likely to be receiving statutory services than female carers, and those living 
alone are much more likely to receive help than those living with their carers, 
although the other responsibilities of the carers may be similar. Moroney 
points out: “If the elderly person is living with relatives, especially children, 
the service is withheld on the assumption that the family will provide needed 
care. In other situations, it would appear that even when family members 
cannot or will not provide care, the service is refused on the basis that they 
should do so. ” He argues that this policy may, in fact, lead to the family giving 
up their caring task, whereas they might have continued if more support had 
been offered'"'. 

Lack of knowledge and information about available help, services and 
benefits is one of the biggest problems for many carers, as clearly illustrated in 
the EOC Survey Report' 1001 . There was evidence here and in other studies that 
help was rarely offered before it was asked for and that access to services and 
benefits was closely related to the amount of information people had. Again, 
people in most need may not know of the benefits or services to which they are 
entitled. Enid Levin found that a ‘surprising number’ of elderly people in her 
survey were not receiving Attendance Allowance and indeed, it was received 
by only 53 per cent of those in her sample who were classified by the 
psychiatrists as severely demented. Similarly, in spite of the high incidence of 
incontinence, she found that only five per cent of the sample were receiving a 
laundry service' 1011 . 

Sometimes the needs of the carers do not require the mobilisation of batteries 
of services. The most important need for many is to know from a professional 
what is happening to the elderly person and how long it is likely to last - 
diagnosis and prognosis. There is a need for help which is related to changing 
needs and circumstances' 1021 . There is sometimes little recognition, it seems, of 
how quickly an elderly person can go downhill or how, for that matter, a carer 
may go downhill. Support services should be sensitive to changing needs, and 
flexibility of provision would often make all the difference to the carer. 

Some carers simply need statutory recognition of the tasks they are 
performing - an awareness by someone else of the caring contribution they are 
making. Too often they soldier on alone until they are forced to give up, and 
the only time they have direct contact with the statutory service is when they 
have ‘failed’. Other carers need more formal continuing support, from a social 
worker or GP, while many could benefit from the practical and emotional 
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help of the various self-help or mutual aid groups which have recently mush- 
roomed, whose supportive help should never be underestimated 00 ' 1-105 ’. Still 
others need practical help in sorting out how they could be helped. Sally 
Greengross points out the problem for many: 

It may be that the bewildering range of people who need to be contacted to 
obtain help is too great a disincentive to carers and that the appointment of 
one link person would be the key to providing support for them. Adequate 
support services will certainly not undermine, but may in fact save the 
family from opting out of this task 006 ’. 

We should all remember the quote from a carer in the Equal Opportunities 
Commission Survey Report: “Everyone came to ask questions, but I never got 
any help” (107) . 

There can be little doubt that relief breaks from caring are among the most 
valued resources available to carers, as shown in recent research 008 ’ t09 ’. This 
can be available in short-stay care in residential homes or hospitals, in day 
care or in more flexible arrangements including overnight or weekend care. 
But the present provision of these services is often very patchy and sometimes 
inappropriately provided. The provision of flexible residential care is often 
non-existent, although it would often be of more value to carers than a pre- 
planned fortnight’s break. There is evidence to suggest that short-stay care 
may not always be appreciated by the elderly person, but there can be little 
doubt that for many carers it is the only thing that preserves their ability to 
continue to care. 

The Equal Opportunities Commission has laid down certain recom- 
mendations to help carers in ’Who cares for the carers?’ {n0) Among these they 
call for a Carer’s Benefit, a non-taxable, non-contributory weekly benefit, 
which “should be payable to anyone who has assumed primary responsibility 
for the welfare of any infirm elderly or disabled person who requires attention 
or supervision insufficient to qualify them for Attendance Allowance, but of 
an extraordinary nature”. This, together with the EOC’s demand that the 
Invalid Care Allowance should be extended immediately to married and co- 
habiting women, would certainly be some small recognition of the needs of 
‘those who work invisibly for those who cannot care for themselves’. 
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WHY CARE FOR THE CARERS? 



The fact is that unless the needs of the carers are recognised and their specific 
needs investigated, they will either carry an increasingly intolerable burden, or 
they will cease to care in increasing numbers. The reservoir of care in the 
community is not infinite and, as the numbers of frail very elderly people 
increase, it Will be stretched to the limits, particularly as there are so many 
question marks over the future of both the public and private sector of care 
provision. 



WHAT SHOULD BE DONE? 

This chapter has outlined some of the main problems pinpointed in the 
research and has looked at the needs of the carers. There is no simple answer to 
the question, since the picture is so complex, but certain themes emerge from 
the recent research which should be uppermost in the minds of policy makers. 



1) Provision of appropriate services 

First, there is a need to get away from glib phrases and fashionable concepts 
and look at the reality behind the rhetoric. This does not only mean that we 
should examine closely such phrases as ‘caring for the carers’ or ‘supporting 
the supporters’, but we should take a close look at the latest fashionable 
phrase - ‘packages of care’. Anyone doing research in this field recently has 
heard a lot about packages of care being offered to the elderly, but it soon 
becomes clear that some people get a much bigger package than others, some 
people have all the wrong things in their package, while others do not get a 
package at all. A very critical look should be taken at these packages to make 
sure that they are appropriate, flexible, and not least, that they are tailored to 
the needs of both the elderly person and those looking after them. It should be 
remembered too, that the provision of services alone, whether in or out of a 
package, may not always be the answer. Appropriateness is usually the key to 
the usefulness of services. Moyra Sidell found many elderly people being 
offered day care when what they really wanted was a transport service to visit 
friends 010 ; and Cherry Rowlings has pointed out that an incontinence 
laundry service is of very little help if the fundamental problem is that a 
daughter-in-law cannot bring herself to clean and change her mother-in- 
law 0 12) . 
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2) Sensitive assessment 



Another fashionable phrase is ‘quality of life’ - a concept discussed in Chapter 
4 of this volume. We have, quite rightly, become interested in the quality of life 
of the elderly. Nevertheless, let us not forget the quality of life of those looking 
after them, which, as so clearly demonstrated in research reports, is in many 
cases quite intolerable, while the quality of life of those they are looking after 
is quite splendid. Again, what is needed is a more sensitive professional 
assessment of the whole situation, as David Gilroy says when he calls for a 
conscious attempt on the part of both practitioners and policy makers in the 
health and social services “to ensure that the planning and provision of 
' ordinary ’ services recognises the fact that family networks do not just contain 
' clients’ with needs. They also contain ‘carers' who have needs as well, and the 
aim should he to respond with integrated packages of action which force neither 
the carer nor the client to merge into the wallpaper and disappear from the 
worker’s sight’’ {Uh , Certainly there is need for an endorsement at the highest 
level within health and social services departments that the quality of life of 
the carer is as legitimate a concern for professional workers as that of the 
patient or client. 

From this stems the possibility that there may be a conflict of interests 
between the elderly person and their carer. This has been illustrated in recent 
research on day care and short-stay residential care provision, where the relief 
may be essential for the carer but disliked by the recipient or, indeed, a cause 
of disorientation in the elderly person* 114, 115) . It may also occur incases where 
the elderly person wants to be bathed or lifted by the carer but where nursing 
help is preferable for the sake of the carer, or where the elderly person refuses 
to allow the carer to go out. Professional workers must be aware that the needs 
or preferences of the ‘client’ cannot always be regarded as paramount, and 
that considerable sensitivity is needed in coping with some of the dilemmas 
with which they may be faced, particularly in enabling the carer to accept that 
they are not failing in their duty if their well-being is put before that of their 
dependant. 



3) Partnership in care 

And finally, there is a great need to make something meaningful out of 
another fashionable phrase - ‘partnership’, Moroney has pointed out one of 
the essential problems of social care today - the polarisation of care. Either 
care is handed over completely to the state and the elderly person goes into 
hospital or residential care (at which point it may well be assumed that the 
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family has abdicated responsibility) or the carer struggles on in the 
community with or without much help. As Moroney says, “Social services 
that attempt to support the family have received lower priority than those that 
replace the family”* n6) . This chapter has shown that there is an urgent need to 
give much higher priority to supportive and preventive services and make a 
reality out of shared responsibility, because that is the only way to ensure good 
care for the elderly, and no less important, a good life for those looking after 
them. 
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6 The realities and potential of community care 

MALCOLM JOHNSON 
DAVID CHALLIS 

with collaboration from MICHAEL POWER 

BARBARA WADE 



The term community care has become an established, indeed indispensable, 
part of the language which we employ in describing a wide range of activities 
intended to be of help to others, which are carried out without immediate 
economic gain, or by professionals working outside formal residential set- 
tings. Yet even as one begins to search for words to describe however loosely 
this phenomenon, its chimerical nature becomes all too apparent. 

Recent discussion about community care has, at both a conceptual and an 
empirical level, begun to weave a more impressive argument 1 ". This is in some 
measure due to a more critical and skilful approach to research and its 
combination with much clearer-headed analysis of the essential meanings of 
the words ‘community’ and ‘care’ both separately and together. Thus it 
becomes possible to examine an infusion of two bodies of knowledge and 
draw some general conclusions about the realities and potentialities for 
community care as it relates to older people. What will not be possible in the 
space available is a comprehensive review of the literature. 

Here, an attempt will be made to create a framework within which the 
growing body of data and discussion can be located and interpreted in a policy 
relevant way. Only passing reference can be made to the important theoretical 
and definitional exchanges which begin to illuminate the field, but their 
presence will be apparent throughout. In addressing these topics we will be 
posing three questions: 



What do we do? 

What do we know? 

Do these universes relate to each other? 



Literature and studies will be referred to if they are central to the answering of 
these questions. 
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1. THE NATURE OF COMMUNITY CARE 



The term community care is, in its principal historical meaning, a suitably 
emotive label to describe provision of services outside formal residential 
settings. It is a marker of the place of delivery of social or medical services. Yet 
it is also - and quite properly - invested with other meanings of a more 
elevated kind. These have to do with sustaining individuals in need of support 
in their own homes and therefore within that network of people, places and 
things which are familiar and comfortable to them. Community care is 
conceived of in uniformly positive terms both because of its separateness from 
formal residential settings (now designated as ‘bad’) and because of the 
presumed benign influence of the people who form the neighbourhoods and 
localities where needful people live. Community is good! 

‘Care’ has until recently been an equally unrefined notion. It has been used to 
denote the provision of assistance to those in need, either in the recovery of 
their health (social, physical or mental) or in helping them to complete tasks 
which they can no longer undertake independently. The word has been used to 
cover a multitude of actions from open heart surgery to the cutting of toe nails. 
Once in common currency such expressions lose any specificity of meaning 
and become both slogans and labels. When this happens, the root meaning has 
to be re-discovered in order that those who act as providers can be clear about 
their purposes and also to establish criteria for the measurement of success 
and failure. 

In the case of community care there is an ample literature both theoretical and 
empirical. The sociological analysis of communities, for example, goes back 
over a hundred years to the work in Germany of Ferdinand Tonnies (2) , who 
delineated the differences between a society and a community and 
propounded a classification of each which is still worthy of study. At a more 
practical level British social scientists have studied local communities and 
identified the roots of their diversity in their history, political organisations, 
class and ethnic balance, economic base and in their spatial distribution. 
Ronald Frankenberg'" 1 drew this work together in 1966, Margaret Stacey !4) 
did a more analytical job on it in 1969 and Bell and Newby provided another 
review in 1971. f?l 

What we surely know about the local social systems which are called 
communities, is that they have none of the uniformity implied by the label 
community care, More recent work examining the operational value of 
informal caring systems has served to amplify this position. The studies in 
Dinnington by Bayley et al (fi) throw light on different features from Philip 
Abrams’* 71 neighbouring studies. Whilst there is now some agreement that 
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formal and informal care can be differentiated theoretically, Abrams would 
argue that neighbouring activity derives largely from the self-interested desire 
to become or remain integrated with local society, is essentially conscious and 
latently political. He makes a distinction between the ‘traditional 
neighbourhoodism’ which is marked by collective attachment, 

reciprocity and trust” and the new neighbourhoodism which is characterised 
by “an attempt by new comers to create a local social world through political 
or quasi political action”. 

In making these distinctions, Abrams makes a clear demarcation between 
between formal and informal services, seeing them as potentially antagonistic 
and arising out of conflicting social motives and organisational frameworks. 
For him the popular idea of a combination ofsupport from the work of health 
and social service professionals, through voluntary bodies to informal carers 
is a misconception. 

BayJey, drawing upon the American work of Diane Pancoast 181 employs 
findings from his work in South Yorkshire to speak of the influence of natural 
helping networks and their reliance on key individuals who act as facilitators 
and stimulators ofsupport from others. So he observes more benign elements 
in informal care which can be successfully blended with statutory services. 

To turn now to the care side of the term, the ambiguities are less significant. 
Nonetheless it was with great relief to many that Roy Parker 191 took upon 
himself the task of dismembering social care and separated out the activities 
containing personal maintenance, which he termed ‘tending’. It comprises 
such things as protecting and comforting. He goes on to say that the 
willingness of kin and non-kin alike to provide such tending services depends 
upon four factors - the intensity of the need, the likely duration of the help, its 
complexity and the prognosis for the person in need. It is interesting to note 
that these same elements appear as variables to be consciously manipulated 
within the Kent Community Care Scheme. Thus we can observe in the reports 
of Bleddyn Davies ' 101 and his colleagues the diversity of responses to tending 
tasks and the potential capacity of flexible statutory schemes to enhance the 
willingness of informal supporters to offer further help. 

These brief points serve to indicate the ways theoretical debates and empirical 
studies interact to provide refinement of language and task analysis as well as 
increasing levels of sensitivity to individuals and groups. They are 
fundamental for practitioners and cannot be dismissed as ‘merely academic'. 
What we can derive from this work - even at its present incomplete stage - is a 
clearer picture of the requirements of people needing care and the capacities of 
the different sectors of care to meet those requirements. We may also see with 

95 



Printed image digitised by the University of Southampton Library Digitisation Unit 



greater clarity the circumstances in which different forms of service and 
organisation complement or conflict with each other. 



2. RATIONALE FOR THE DEVELOPMENT OF 
COMMUNITY CARE 

Whilst academics have debated its meanings, community care has been 
developing into a variegated mass of professional, voluntary and informal 
care systems and non-systems. It has been promoted by governments at 
national and local level as an adjunct to and sometimes a substitute for formal 
statutory health and social welfare services. Five elements in the impetus to 
growth can be identified. 

i. The economic push: 

Retrospectively observed, the ‘golden age’ of health and social services in 
Britain ended in the economic cuts of 1975. Since then budget growth has 
virtually ceased. In its place we have had increased economy in the statutory 
sector and the sponsorship of apparently costless voluntary community 
care. Governments of all persuasions have promoted the joint virtues of 
greater efficiency and the need to encourage services which made little or no 
charge on the public purse. 

ii. Belief in the ‘community’: 

As an aspect of political ideology, community care has found favour across 
the political spectrum, but most successfully as part of the right of centre 
notion that the community is superior to the state as a caring medium. The 
historical roots of this set of beliefs are an important (if largely erroneous) 
element in the rationale. Research in historical demography, notably from 
Peter Laslett (11) and his Cambridge Group colleagues has laid to rest the 
Victorian myth that family care was an all-embracing support to its older 
members. As Thompson’s 1 !2 ' doctoral thesis demonstrates there was the 
same proportion of over-65s in residential institutions in 1870 as there was 
in 1970. 

iii. Preferences of the old: 

‘Common knowledge’ and research have combined to produce the view 
that old people prefer to be cared for in their own homes by their own 
friends and kin. This remains a tenet of belief which continues to be 
empirically supported. 
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iv. An ageing population: 

Growing awareness of changes in the demographic structure emphasised 
the inability even of relatively rich societies to provide all the necessary 
professional care and support to a rising sector of the population. 

v. Anti-institutionalism: 

Disillusionment with formal residential provision - currently (but 
confusingly) referred to as ‘institutions’ - of all kinds was generated in the 
sixties by the theoretical work of Goffman' 1 ‘, the empirical studies of 
Townsend* l4) and the proclamations of residential staff in publications like 
Sans Everthing [l5) , It became a hallmark policy within health and social 
welfare where it stimulated a movement towards small-scale provision, 
especially in residential facilities. Coupled with this development was a 
belief that location ‘in the community’ was more desirable and more 
‘normal’. 



3. GROWTH OF SERVICES - INNOVATION AND COMMON 
SENSE 

Whilst some relevant research studies predated the shift to community care, 
my argument is that the impetus was not research based. It derived from the 
imperatives outlined above and guided by common sense, that is, what I (the 
professional/policy maker/politician) think people like that (in this case old 
people) would prefer to what is currently offered. 

It is almost inevitable that most policy innovations will be created by people 
who are providers rather than consumers. Thus there is an inbuilt limitation to 
our capacity to generate new forms of service which are sensitive to the needs 
of consumers. Ideally, consumers should be in a position to make suggestions, 
but generally they lack the capacity to perceive what might be possible. This is 
amply demonstrated in so many surveys where people are asked what other 
services they would like. Their answers are almost always framed in terms of 
existing provision. Indeed, asked as a direct question the exercise is worthless. 
It is methodologically inept to expect such an audience to produce creative 
alternatives when those who are paid to understand their needs are so 
unproductive of practical ideas. Practitioners and researchers need to learn to 
listen more and interrogate less (!6> . 

Service innovators for elderly people have tended to take a very functional 
view of what was needed - a ‘common sense view’. As a result our principal 
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services are home helps, meals on wheels, day centres, home nursing, aids and 
adaptations. In principle all of these are very desirable. In practice they tend to 
come in packages which are administratively defensible rather than matched 
to client needs. Moreover they may have undisclosed purposes such as the 
reduction of isolation or social surveillance, of which the consumer has no 
knowledge. As a consequence the many studies of these services show 
paradoxical findings. Elderly clients express high levels of satisfaction with 
services when asked an overall opinion; but who will openly regret the lack of 
services such as window cleaning, dusting of high cupboards or the lateness 
and coldness of meals? Goldberg and Connelly in their new book The 
Effectiveness of Social Care for the Elderly (X1) devote a whole chapter to these 
ill-at-ease findings. My purpose here is to point to the fact that good ideas can 
grow to colossal proportions before they are properly evaluated and that this 
is a costly and inefficient way of developing social and medical policy. 

A recent study of my own, on meals services, will illustrate. 

From 1969 (when the new Social Services Departments came into being) to the 
mid-1970s when those departments were enlarged and strengthened, the meals 
services for (mainly) elderly people almost doubled in size. The number of 
meals on wheels supplied in England in 1969 was 13.2 million and in 1974/75 
had mounted to 23.5 million. Concurrently meals served at luncheon clubs 
and at day centres grew a little less sharply from 6.5 million to 14.4 million. 
Moreover, this represented growth in real terms, not just expansion to keep 
pace with the ageing of the population. This provision represented an 
increased annual coverage of meals on wheels from 224 to 333 per 1000 
population over 65. The comparable figures for meals served ‘elsewhere’ were 
from 1 1 1 to 223. By the end of the decade the expansion had continued to the 
point where over 40 million meals were being served to people at home and in 
centres. 08 ’ 

At the time of fastest growth, meals provision for elderly, sick and disabled, 
people had been established for thirty years, developing from the wartime 
civic restaurants and pie lunches for agricultural workers. In train of the 
Women’s Voluntary Service many voluntary groups initiated meals rounds 
and lunch clubs. Local authorities also entered the field. Some provided direct 
services themselves, others encouraged and sponsored volunteer services, 
whilst most engaged in varying degrees of combination of paid and voluntary 
provision. 

The pattern established in the forties, of transporting meals in heated 
containers from central kitchens to the homes of recipients and to clubs, 
remained almost universally intact up to the time of local authority 
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reorganisation. Only latterly has the distribution of frozen meals been 
introduced by some authorities and more inventive arrangements adopted by 
a small progressive minority. 



4. RESEARCH AND EVALUATION 

If the developing argument is that community care derives from insecure 
historical bases, from ideological commitments and from economic motives, 
then research has an important post hoc role in evaluating the value and 
impact of these interventions and the worthiness of the beliefs. Research, from 
the policy point of view, should be able to shed light on three questions: 

i. quality of care; 

ii. consumer satisfaction; 

iii. cost-savings. 

More fundamentally, it should be providing some indications of the strengths 
and weaknesses of services in terms of their espoused aims of caring with the 
object of improving life satisfaction. 

It is difficult in so short a space to review the scores of studies on domiciliary 
and day care for elderly people. But it is possible to summarise the resulting 
conclusions of their evaluations. Consistently research has drawn attention to 
the mis-match of needs and provision arising out of a failure to make a careful 
assessment of need based upon the client’s own perceptions of the situation as 
well as the professional’s. But even where assessments are carried out there is 
failure to follow up with a realistic judgement of the specific benefits to be 
derived. Such conclusions can be found in studies of day centres (Fennell* 195 et 
al 1981, Bergmann (20> et al 1978), meals on wheels (Means* 2 ” 1981, Johnson* 22 ’ 
1981, Brotherton* 2 '” 1975), home helps (Howell* 24 ’ et al 1979, Hurley and 
W olstenholme* 25 ’ 1979, Gwynne and Fean* 26 ’ 1 978), day hospitals (Martin and 
Millard* 27 ’ 1978, Brocklehurst* 28 ’ 1970). 

Researchers are not only discoverers of what is wrong with community care. 
As well as confirming that services do - on the whole - reach the target groups 
of the very old, disabled and single person households, they are usually 
constructive in their criticism. But the role of critic- even a constructive one- 
is not popular. Yet if community care is to develop further, the matching of 
clear purposes with the measurement of outcomes, along with their associated 
costs, is an essential feature of the exercise. It will rely on the production of 
reliable information of a kind which cannot be collected routinely. 
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5. A REVIEW OF KEY STUDIES 



Already a number of studies have been cited and it is important to the 
presentation of our argument that it should be seen to be grounded in the 
findings of empirical research. What follows is an attempt to indicate the most 
significant work in the three main sectors where community care operates - 
the health service; local authority social services; and voluntary and informal 
support. Inevitably there is overlap in these three sectors and this is necessarily 
reflected in the ensuing accounts. 



The health services 

For sick elderly people living at home or for those recently discharged from 
hospitals, much of the necessary support is provided by social services 
departments together with home nursing, health visiting and geriatric day 
hospitals. Apart from the general practitioner service, community-based 
health provision is neither extensive nor wide in range. 

Brocklehurst and Tucker* 291 have investigated the present range of geriatric 
day hospitals in Great Britain. Although cost comparisons are problematic, 
an estimate of the day patient attendance costs suggests that it amounts, on 
average, to 89 per cent of the inpatient day when ambulance costs are 
included. Three-quarters of these day hospitals also functioned as the 
rehabilitation centre for geriatric inpatients; no doubt the emphasis on 
rehabilitation contributes to the high cost of this form of care provision. 
However, Brocklehurst and Tucker note that patients and relatives were likely 
to perceive the purpose of the day hospital in different ways. Patients were 
more likely to appreciate the day hospital as a treatment unit where they also 
enjoyed the companionship it afforded. But relatives were more likely to 
emphasise the social and psychological benefits they perceived. It appeared 
that many patients continued to attend day hospitals for social reasons. A 
survey of day centres operating in the same catchment areas as the day 
hospitals that were visited revealed wide variations in what was provided. The 
centres were seen primarily as socially oriented, nevertheless they also 
provided a range of other services. Chiropody and occupational therapy were 
available in all the local authority areas studied but the range of other services 
varied. 

The authors suggest that the recommended provision of two day hospital 
places for every 1,000 people aged 65 and over is adequate, perhaps even 
generous. Although there is overlap in the forms of care provided by day 
hospitals and day centres, there is a distinct gap between the .views of social 
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workers and geriatricians on the criteria for acceptability in day centres. They 
suggest that there is a need for a clear policy to be developed in each area so 
that division of responsibility may be clearly understood. 

Interviews with the relatives and carers of elderly people who were either still 
being maintained in the community or who had already been admitted to 
institutional care showed quite clearly that the services of the home help and 
community nurse were the most appreciated and that more of these particular 
services would have made the task of caring easier.® 30 ’ The home help service is 
discussed later; however it seems important here to consider the community 
nurse service in the context of other health services provision. For example, 
community health services accounted for 6,5 per cent of health service 
expenditure over the four years between 1974-78. This can be compared with 
the 22 per cent expended on family practitioner services and 63 per cent on 
hospital services. Over the decade 1967-1977, the number of district nurses 
increased by 37 per cent. Yet the number of cases attended over the same 
period of time almost quadrupled.' 1311 In other words, although there has been 
an increase in staff this is quite out of proportion to the increase in workload. 

‘From the point of view of community nurses the country gets good value 

for money.’* 3 11 

This assertion receives support from the recently published survey carried out 
by Dunnel and Hobbs for OPCS (32) which shows that district nurses (33 per 
cent) and auxiliaries (11 per cent) together comprise 44 per cent of the 
community nursing service. It is these nurses, together with the very small 
numbers of geriatric and liaison nurses, who cater mainly for the elderly in the 
community. One half of the time available to district nurses is spent with 
patients (mainly in the patients’ own homes) and three-quarters of patient 
time is spent with people over the age of 65. Sixty-three per cent of all district 
nurses said that the elderly, especially those living alone (44 per cent) were in 
need of more care from nurses working in the community. A further 15 per 
cent placed priority on those who were terminally ill. These same groups were 
those with which nurses said that they would like to spend some time. 

Other interesting findings emerged form this study. For example, overall it 
was found that districts which tended to have a higher proportion of elderly 
people tended also to have more staff working with the elderly and spending 
the greatest proportion of their time with them. There was wide variation 
between districts in the level of provision of different kinds of nursing service. 
Staffing ratios, based on staff who cared mainly for the elderly, ranged from 
213 per 100,000 in one district which topped the list for health visitor 
provision, to 608 per 100,000 elderly people. 
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Over the last decade there has been a move towards the establishment of 
multidisciplinary care teams with an increase in attachment of health visitors 
and community nurses. The OPCS survey revealed that 83 per cent of staff 
working in the community were attached to one or more general practices. Six 
per cent of nurses were employed directly by general practitioners. 

Analysis of the work of health visitors in the study revealed that, on average, 
only 9 per cent of their time was spent with those aged 65 and over. A 
breakdown of the earlier 1979 figures suggests that the elderly comprised 
approximately 8 per cent of cases visited at that time, so it would appear that 
the type of case load dealt with by health visitors has not changed in the same 
way as has the district nurses’, over the same brief period. 

Charlotte Kratz suggests that although there has been a steady growth in the 
number of old people cared for by district nurses, the real growth of their work 
has been in health centres, general practitioners’ surgeries and clinics and that 
nurses are the unplanned casualties of a system which has seen a greater 
increase in hospital medical staff than in general practitioners over a period 
when hospital beds and length of stay decreased. 

The majority of nursing staff (84 per cent) included in the OPCS survey 
considered themselves to be part of the multidisciplinary team; but here 
another interesting finding emerges. Although the great majority of nurses 
assessed their contacts and liaison with other primary health care staff as good 
or very good, this was not so for social services staff. Wade, Sawyer and Bell 1331 
when interviewing relatives and carers, also found that dissatisfaction with 
social services was widespread; contact with social workers tended to be 
spasmodic and promised resources failed to materialise. This study also 
showed that there had been little contact with health visitors. 

Kratz has noted the growth of independence of social services which she 
suggests is a sign of a growing anti-medical lobby: 

‘In their bid for freedom from medical dominance social workers have also 
rejected the real support nurses could give their clients. 11 

She also suggests that social services have not really grasped that nursing is not 
synonymous with medicine. 

What are the reasons for this anti-medical lobby, if indeed it really exists? 
Cartwright and Anderson :) in their revisit to general practice have detected 
some relevant trends. One of these is that the proportion of patients who 
thought their doctor was too inclined to give prescriptions has trebled since 
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1964. Cartwright and her colleague point out that as a society we pay less for 
the advice, the listening, the explaining and the support that general 
practitioners give than for the products they prescribe. If the estimates of 
admissions to hospital geriatric units, due to iatrogenic disease, are to be 
believed 135,361 then the evidence of over-prescribing points to a dual disbenefit 
to elderly patients. Not only are they sometimes made more sick, but these 
inflicted maladies cause their removal from community settings. 

Butler 1371 suggests that as list sizes increase, home consultations decrease. 
There is an indication that in the larger practices fewer patients consult their 
doctors than in smaller practices. One half of those aged 75 or over who were 
interviewed by Cartwright and Anderson said that they had not had any visits 
from a general practitioner over the previous year. Austin and Parish 1381 have 
shown that it is the elderly who more often receive repeat prescriptions. It 
would appear that the implications of list size for the very old are greater than 
for younger age groups; moreover very many (43 per cent) of this particular 
age group live alone. Cartwright and Anderson further suggest that the link 
between general practice and the social services is one of the most 
unsatisfactory aspects of our health and social services. 

This brief resum£ of major studies of different forms of service indicates 
evidence of: 

i. inadequate identification of need in conjunction with misapplication of 
resources; 

ii. wide variations between areas in levels of provision; 

in. inter-professional bias which militates against the efficient use of 
resources. 



Local authority social services 

In attempting to provide answers to the key questions ‘what do we do?’ and 
‘what do we know?’ reference can be made to a number of studies selected 
from a literature which has mushroomed in recent years. It is helpful to 
consider the relevant studies in terms of three categories: 

i. Need studies which have been concerned to identify inadequacy of 
provision of services and the shortfalls suffered by recipients. 

ii. Descriptive studies which more or less systematically identify the nature 
of particular services or a range of services and describe their 
implementation, providing evidence of ‘what is done’. 
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hi. Evaluative studies which identify the impact of particular services, often 
comparing this with other forms of resource provision. 

Each of these will be discussed in turn. 



i. Need Studies 

Most of these are very well known and are referred to regularly, but as a 
corpus of studies they are logically prior to the other two, and provide the 
underpinning legitimation for service development. The work of Townsend' 391 
played an important part in development of the anti-institutional beliefs 
relating to the elderly. Major studies of the elderly living in their own homes 
have identified considerable levels of disability in people lacking adequate 
compensatory help, notably those of Shanas et al (40) , Townsend and 
Wedderburn^ 11 , Harris 142 *, Plank 1431 and Hunt 1441 . The extent of unmet need 
requiring both medical and social care intervention was also identified in 
several studies. Kay et al (45i showed the extent of psychiatric disorder 
experienced by elderly people in Newcastle-upon-Tyne, the majority of whom 
were cared for in the community. Substantial medical needs unknown to 
general practitioners, including incontinence and dementia, were identified by 
Williamson et al <46) , whilst an important, if conservative, definition of need as 
periods of inappropriate solitude was developed by Isaacs and Neville 14 /! . 
Specific shortfalls such as the extent of social isolation and loneliness were 
identified by Tunstall 1481 and Goldberg et al (49) . Inadequate nutrition, 
particularly amongst the housebound and very frail have been noted in studies 
by DHSS 1501 and Exton-Smith et al (5!) . 

The difficulties and inadequacies of community care which these studies 
indicated have tended to become more intense in recent years as 
Bebbington 1521 has demonstrated by comparing two studies, one in 1962 and 
the other in 1976. He showed that despite the very real increase in provision, 
the level of unmet needs had tended to increase, due to a greater degree of 
social isolation and physical incapacity. The proportion of elderly people over 
this period who lived alone and did not receive a home help actually increased, 
whilst there was also an apparent decrease in the amount of informal support 
available. He identified an increase in the extent of moderate physical 
handicap, which is likely to be a good indicator of increased need for services. 



ii. Descriptive/Analytic Studies 

Studies relevant to this category include those which more or less precisely 
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describe the activities of a particular service development; those analysing a 
range of services and development; and those analysing a range of services and 
the mode of organisation within which they are delivered. 

In many local authorities, the pressures discussed earlier have been subjected 
to a degree of critical analysis and strategic plans have been formulated. 
Significant shifts from piecemeal growth processes have emerged as a 
consequence, in the manner of the East Sussex initiative' 531 . Particular services 
have also been subjected to critical scrutiny to identify the extent to which they 
are meeting departmental objectives and are appropriate to the changing 
demands of the elderly population. In the home help service Cumbria' 541 , 
Cheshire ' 551 and Bradford 1 ’ among others have conducted such studies. 
Important issues of territorial justice in service provision, tasks provided, 
criteria for giving services and personal care versus domestic care have been 
raised as a result. Local analyses of the meals on wheels service have been 
undertaken to consider service objectives, possible alternative services, 
quality and nutritional benefit. These have been well summarised by 
Goldberg and Connelly ' 171 and supplemented by Johnson’s ' 581 more sub- 
stantial study. 

As well as service reviews and analyses there has been considerable 
development of innovatory services by local authorities to provide for elderly 
people. The collections of information upon these new developments 
assembled by Durward and Morton ' 591 and by Ferlie ' 601 provide an invaluable 
source of information covering current developments in local authority care. 
The latter collection covers a whole range of local authority developments 
under the umbrella headings of ‘domiciliary support’ which includes changes 
in the use of social work staff, ‘rehabilitation and assessment’, ‘day centres’, 
‘support for information carers’, ‘boarding out’ and ‘alternative uses of 
residential homes’. 

Studies of specific services across authorities, identifying their range, extent 
and pattern of activities widen our knowledge of what is actually available. 
Noteworthy are Carter’s !6I) national survey of day care services and Fennell’s 
East Anglian day centre study (b2) . So too is the survey of boarding out services 
for elderly people by Thornton and Moore' 631 . Negative attitudes towards 
elderly clients amongst social work staff and the tendency to offer them 
routine provision were noted both by Stevenson and Parsloe ' 641 and Goldberg 
and Warburton' 651 . The latter study identified a preponderance of routine 
review visits to the elderly, and in three-quarters of the cases no positive 
changes in the lives of clients were contemplated by social workers. 

The debate regarding ‘patch-based’ social work is important because of the 
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claim that such a form of organisation is more likely to be in touch with local 
care networks and able to provide more adequately for the elderly. One of the 
more interesting developments of the better known schemes reported by 
Cooper <o6> , is the degree of localisation of the home help service and the 
extension of their role. Another project which follows the same philosophy, 
but spans the resources of both housing and social services is attempting to co- 
ordinate a range of services at the very local level in Bayley and Parker’s' 6 ' 1 
study of Dinnington, The apparent divide between the move towards 
‘specialisation’ and the development of ‘patch-based working’ is bridged by 
the possibility that both may transcend the tendency towards a lesser service 
for the elderly identified by earlier studies. 

In short, the range of descriptive/analytic material we have at our disposal 
now provides us with a far greater knowledge of the variety and extent of 
responses to care made by local authority social service departments. 
However, whilst there are a considerable number of apparently worthwhile 
innovations, it is noticeable that only a small proportion of them are subject to 
evaluation, so that information concerning effectiveness is more scanty. 
Furthermore, Booth'"' 5 has made the salutary observation that innovatory 
care schemes or services are almost always more rigorously examined and 
evaluated than existing ones. 



Hi. Evaluative Studies 

The studies in this section range from those where a local authority has 
undertaken an ‘in house’ evaluation to those where an outside university or 
polytechnic has been responsible. Some studies also included cost information 
in the evaluation material. 

Perhaps the most satisfactory starting point is the cornerstone of social work 
evaluation in this field, Goldberg et al’s 1970 study Helping the Aged m \ In 
part a needs study, this was concerned to evaluate the impact of trained and 
experienced social work personnel upon the care of elderly people. In its clear 
formulation of problems and specification of methodological approach, this 
study clearly laid the foundation for future work in the UK. The results were, 
as in most studies, not conclusive; but there were some indications of effects 
associated with trained staff, in particular improvements in the elderly 
people’s range of social activities and an overall reduction in their needs. The 
modest gains observed must be considered in the light of the non-specificity of 
the clientele, many of whose needs were relatively modest. 

We are also fortunate in being able to turn to work by Goldberg and Connelly, 
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for two books which deal with the subject matters of this section in great 
detail* 70 '. What follows is a brief check-list of work which can be examined 
further in those volumes. 

A study at York University by Wright, Cairns and Snell* 7 1! compared the costs 
of different models of care for elderly people of different dependency levels in 
three different areas. Great care was taken in the specification of service costs, 
the effects of different discount rates and assumptions about opportunity 
costs. However, informal care yet again was not costed in the study despite the 
authors’ conclusion that “One of the main causes of variation in the costs of 
community care is the potential substitutability of informal help from families 
and friends for the care provided by the statutory services”. From their study 
it appeared that in 42 per cent of cases, informal carers provided more than 20 
hours of help per week, which is likely to be twice that of even relatively 
generous home help provision. Nonetheless, the study is noteworthy for the 
care taken in coverage of the other cost accounts and examination of different 
assumptions about capital costs. 

Despite such findings, the home help service remains one of central 
importance in the support of older people at home. Earlier studies had 
suggested that provision was spread too thinly to have real impact. 
Experiments in Coventry and Hove where intensive care was provided in 
order to create an effective substitute for residential care, were the subject of 
evaluative research by Latto* ? ‘ 5 and Dunnachie* 7 ' 1 '. In Hove, a 7-day-a-week 
service employed home carers who not only carried out domestic tasks, but 
also provided personal care like bathing and dressing. The objective was to 
enable old people to remain in their own homes as long as possible. By linking 
this enhanced form of assistance with social workers, it was shown that over a 
monitored period of one year, nearly 50% of clients with a high level of 
dependency could remain in their own homes. The Coventry scheme similarly 
offered more intensive care by the stratagem of doubling the home help 
budget and providing administrative support to the Organiser. Whilst this 
service remained essentially one focused on domestic tasks, it generated 
substantial savings in community nursing and hospital treatment. It also 
enabled development of specialist experience in working with deaf and 
confused people. Again, as in Hove, the home help organiser became more 
integrated into the social work team. 

The Community Care Scheme developed initially in Kent, offers a particular 
opportunity to fieldworkers to develop more effective modes of working with 
the most frail elderly by means of case management. In the original scheme, 
evaluated by Challis and Davies* 74 ' a team of three social workers was 
provided with a budget which they were enabled to use in providing services 
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for the most frail elderly clients. In order that the workers could respond 
flexibly to their clients’ needs a minimum of constraints were placed upon 
them, viz: 

1 . that clients for whom care was provided were those who were sufficiently 
frail to be otherwise eligible for admission to residential care; 

2. an arbitrary weekly limit on expenditure per client for all departmental 
services was set at 2/3 of the cost of a place in residential care and 
expenditure beyond this level required the sanction of line management; 

3. in deciding about the relative appropriateness of different ways of 
helping clients, the workers were able to use their knowledge of the unit cost 
of existing services. 

The posssession of a budget made it possible for workers, apart from using 
existing services, to develop additional sources of help for clients. An 
agreement could be negotiated with a member or members of the local 
community - or for that matter an agency - to provide specified services for a 
client at a given rate. 

Predominantly, the social workers tended to use their budget to interweave 
help from neighbours and local people with services provided by home help 
and meals on wheels. The focus of their work has been the development of a 
co-ordinated package of care for elderly clients, with social workers clearly 
undertaking the function of overall case-management. The scheme has 
combined a community-orientated mode of working with the advantages of 
social worker specialisation. 

A preliminary evaluation suggested substantial gains to clients’ well-being at a 
slightly lesser cost due to the reduction of need for residential care f75) . Later 
results have confirmed this, with additional evidence of a substantial 
reduction in death rate. In addition there was evidence of reduction ii y 
difficulties for informal carers, leading to less breakdown of community 
support and considerable savings to the Health Service in the care of the most 
frail (76) . 

One particular group of elderly people who constitute a source of anxiety to all 
carers are those suffering from dementia. As yet there is little knowledge of 
ways of helping these people and their carers to cope in the community. 
Bergmann et al (77) undertook a 12 month follow up of elderly people with 
diagnosed dementia referred to their clinic at Newcastle General Hospital 
They found that the bulk of social care resources were focused upon those 
living alone, to the point of clear inequity. Despite this, they observed that the 
people most likely to remain at home were those with substantial social 
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support. Those living with a spouse were observed to survive better than 
people alone, but less well than older people in residence with a younger 
family. The authors demonstrated the need to focus resources more 
specifically to assist the carers, where it was more likely to be effective. The 
importance of this study is firstly, its demonstration of the need to provide 
greater support for carers; but secondly, it indicates directions for further 
research into the characteristics determining outcomes of care for this 
particularly vulnerable group of people. 

Even these few studies provide some indication of the growing range of subject 
matter and research methods employed in evaluative research. They also serve 
to remind us of the importance of accumulative knowledge which is sensitive 
to geographical, cultural and administrative variations. To rely on the 
evidence of a small number of widely known studies is unlikely to provide a 
sound basis for policy in afield where the subject matter -elderly people - and 
the contexts in which they live are so heterogeneous. 



Voluntary and informal services and support 

Discussion of the support given to elderly people by volunteers and by 
informal networks - largely family and friends - has already commenced in an 
earlier part of this paper. Moreover, their contribution has appeared 
repeatedly in accounts of research into health service and local authority 
services. So despite the impressive growth of studies in this field it will suffice 
to report the general burden of their message. 

Considerable emphasis has been placed in recent years on the part played by 
family and voluntary help in the total package of social and health care. In two 
important DHSS publications, Growing Older 1, and Report on a Study of 
Community Care {79) , it was made clear that statutory services are not to be seen 
as the primary source of aid. Government puts increasing emphasis on the 
supportive, supplementary and specialist functions of state provided care. 
They are to be seen as an adjunct to care which exists in the community in 
great measure, both in its informal and more organised forms. Whilst 
recognising the essential truth of the claim that family care is the principal 
support available to most of the population, most commentators feel that it 
begs important questions about the distribution, effectivenes and limitations 
of such care. It is to these questions that much recent research has turned its 
attention. 
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i. Informal Care 



Philip Abrams, before his untimely death, did pioneer work on the care 
provided by neighbours. His view was that neighbourly care was less likely to 
arise spontaneously within localities than to emerge in particular social 
contexts. Religion, kinship, race and occupation, he argued, were the most 
promising forms of connection® 801 . As a consequence doubt was cast upon the 
belief that neighbouring activities based on propinquity and Good Neighbour 
Schemes in particular were likely to flourish. Arising out of a survey of 1,100 
such schemes, ® 8! * alongside more detailed studies, the Rowntree Unit team 
have observed that if effective service is to be the result, schemes need to have 
sound organisation and well informed participants: “All Good Neighbour 
Schemes embody a paradox. They exist to promote informal social 
relationships, above all those of friendly neighbourly care. But they do so, and 
can only do so, on the basis of competent formal organisation”® 8 ^. 

Arising out of Abrams’ work there is a much more critical approach to 
informal care and in particular the circumstances in which it can be harnessed 
into a working and complementary relationship with statutory bodies. 

Acting as something of a counter to Abrams’ view, the Dinnington studies by 
Bayley et al (83) , already referred to, are more optimistic about the possibilities 
for meshing the formal and the informal. However, they also warn against the 
unsophisticated notion that natural helping networks are spontaneous and 
effective transmitters of goodwill and service. These views are echoed in Colin 
and Mog Ball’s What the Neighbours Say m , where they conclude that 
organisation and leadership must be accompanied by a detailed and sensitive 
knowledge of neighbourhood patterns and requirements. “Listening to a 
limited number of people talking about the way a neighbourhood works 
usually results in a limited, even exclusive, view. Listening to neighbours talk 
reminds us that nearly everyone is somebody’s neighbour.”® 85 * 

Rather late in the day research has begun on the most burdensome forms of 
family support which typically involve daughters and daughters-in-law in the 
care and maintenance of sick, dependent old people. Already published work 
by Hilary Land 186 * and Nissel and Bonnerjea® 87 * has mapped out the major 
forms of cost - social and economic - borne by family carers and given greater 
impetus to the shift towards ‘caring for the carers’. Isobel Allen’s chapter in 
this volume examines these matters in great detail. 

Together, family support and that which comes from friends and neighbours 
is a major service to older people, particularly those beyond 75 years of age. 
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Reference to the valuable annotated bibliography by Robinson and 
Robinson 188 ® would provide amplification of the work noted here. 



ii. Volunteers 

Studies of voluntary effort are long established, but have received a special 
impetus during the past decade. They have built upon the base provided by the 
1968 Aves Report ' ' and the more recent Wolfenden Committee report* 90 ®, 
The latter was particularly concerned with improving the impact of voluntary 
effort by clarification of its roles, functions and organisation. More 
specifically it focused thinking on to national and regional planning issues and 
the topic now most under debate, the relationship with statutory bodies, 
Implicit in the debate is a fear that too close a relationship will destroy the 
quality of response given by volunteers through the intrusion of bureaucracy. 
Linked with this is an unresolved dialogue about the extent to which voluntary 
services can or should act as a substitute for statutory services which may have 
to be reduced as a result of financial restraint. 

A wide variety of experiments in collaboration between formal and voluntary 
services have been initiated and studied. These range from fairly simple and 
local schemes such as that initiated by Allibone (9I) , who as a Norfolk GP, 
established a volunteer network in a group of villages to provide day and 
domiciliary care for elderly people. By contrast - in research terms - the 
experiments in Weston-super-Mare and in Kent represent major initiatives 
and sources of information. 

In Weston-super-Mare a volunteer scheme to work with people over 75 was 
specially created and its progress monitored over eighteen months. Power and 
Kelly 192 ' report positively on the ability of volunteers and local authority 
workers to act in unison, but conclude that the result of their intervention is 
very modest. Some slowing down of the decline in mobility was observed and 
some easing of acute loneliness, but very little impact on the quality of life. 
Perhaps these findings are as good as we should expect for the investment of a 
few hours a week, but they do signal caution in our presumptions about what 
can be achieved. These points should also be considered, alongside results 
from Power’s* 93 ® other work on the characteristics and capacities of 
volunteers, which depicts them as reasonably flexible and able to work with 
professionals, but - on the whole - unlikely to offer sustained help over long 
periods. 

These results reinforce conclusions reached by Hadley and Webb* 941 in their 
1975 study of Task Force volunteers. Like Shenfield and Allen* 951 in 1972, they 

Printed image digitised by the University of Southampton Library Digitisation Unit 



found that people offered voluntary help were mainly clients of social services 
departments and therefore already receiving the greatest amount of help. In 
attempting to measure consumer satisfaction and the reasons for it, the 
researchers found that greatest success in achieving direct help and secondary 
help from other existing services arose when the old person liked the volunteer 
and a relationship of trust developed. 

All of these elements were also to be found in the important Thanet 
Community Care scheme and the similar scheme in North Wales. Such 
experiments and their serious study must lead to a more serious refinement of 
the uses and development of volunteer effort. It is clear that it is not a tool of 
public policy to be engineered and plugged into professional provision. As 
Stephen Hatch (96) puts it in concluding his own major study of the voluntary 
sector in three towns: “In only a few situations is the voluntary sector an 
alternative to the statutory sector, in being able to offer a choice of services in 
the sense of being able to do the work now done by statutory services. Thus, 
voluntary organisations are not a challenge to the state. They are not a 
challenge or able to supplant it, or carry on in parallel to it.” 



6. CONCLUSIONS 
What does research tell us? 

i. Research is not merely a machine for producing facts. Its task is to 
clarify and critically examine both the ideas and the realities of social care. 
This distanced questioning is in itself an important tool of efficiency and 
effectiveness. 

ii. Those entities which are called communities are greatly varied in shape, 
size, social composition and capacity to generate self-caring activity. Work 
in this field is very incomplete. If neighbourhoods and localities are to form 
the basis of social caring in such formats as patch-based social work, it will 
be essential to complete the taxonomy of local social systems; mapping, 
topography - taking account of change. 

iii. Historical studies have combined with contemporary accounts to 
challenge and over-turn the myth of the multi-generational all caring family 
of the past and its uncaring successor of the present. Indeed a recently 
completed review of the literature on informal care and the personal social 
services claims that the family now offers more care than at any previous 
stage (97) . 

iv. Assessment and the proper matching of support packages tailored to 
individual needs is the singular finding of much work in this field. 
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v. Consumer choice is a corollary of (iv). Statutory services will need to 
develop a more ‘commercial’ approach to consumer satisfaction if their 
resources are not to be squandered. Similarly, mechanisms for achieving a 
symbiosis of statutory, voluntary and informal care must be developed 
drawing upon the guidance afforded by recent studies which describe the 
strengths and weaknesses of particular collaborative strategies. 

vi. We need to note that voluntary and informal care is just as likely as 
professional care to project and reinforce negative stereotypes of old age. 

vii. The population of older people needing care in the community is 
changing; research is needed to monitor the changes. 

There is ample evidence that what recipients believe they receive when being 
given items of service, and what providers believe they are supplying is 
markedly different. This is particularly true of the care of elderly people. 
Policy makers and practitioners must clarify the purposes of all forms of 
service and devise modes of delivery which are effective in consumer terms. 
Symbolic social provision is no substitute for the help people really need: but if 
it heralds real assistance, then it can be of considerable value. By itself, 
symbolic provision is both wasteful and insulting. 
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7 Integration or segregation: housing in later life 

ALAN BUTLER 
with collaboration from ANTHEA TINKER 



The issue of segregation or integration for older people emerges in many 
guises when any group meet together to discuss provision for the elderly. Ethel 
Shanas (1968) in her widely quoted study of old people in three industrialised 
societies claims that it is also the crucial theoretical issue to which social 
gerontology has to address itself: 

Are old people integrated into society or are they separated from it? This is 
perhaps not only the most important theoretical question in social 
gerontology today but also the key question affecting all social policies 
concerning the aged ... Do they prefer to live in the midst of the larger 
society or in retirement communities (such as groups of bungalows and 
residential institutions)? 

An issue, then, which has profound implications for planners, service 
providers and theoreticians. It is also an issue which produces a good deal of 
argument and division of opinion. However, the terms ‘integration’ and 
‘segregation’ are rarely defined, so that much of the debate lacks any very solid 
grounding. This is not too surprising since the terms are difficult to pin down 
and when examined open up the possibility of infinite complexity. If we 
accept, for the purposes of this paper, the definition adopted by Shanas which 
is “the extent to which an individual is knitted into the social structure”, then 
its extreme relativity becomes apparent. We are all to some extent segregated 
from each other by factors as diverse as social class, income, education, 
ethnicity etc. 

Similarly, it is possible to suggest that the phenomena of integration/segre- 
gation are both multidimensional and operative at a number of levels. In other 
words in certain areas of our life we may consider ourselves or be considered 
by others to be closely ‘knitted into the social structure’ and in others more 
remote or segregated. Factors such as relatives, friends, participation 
in the work force, may be considered integrative, whilst factors such as 
poverty, immobility, poor health or remoteness of geography may increase 
segregation. 
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In discussing segregation it is generally implied that this state is imposed by 
others. An example might be the segregation of schools along racial lines. 
However, segregation as an imposed state is only one of the possible ways that 
this may occur. People may choose to segregate themselves for a variety of 
reasons, perhaps out of a community of interests. It might also be possible to 
talk about spontaneous segregation in those instances when in an unplanned 
and unforced way people find themselves living in close proximity and sharing 
common characteristics. 



SEGREGATION AND INTEGRATION IN LATER LIFE 

The focus of this paper will be upon policies which affect where older people 
live. However, the issue of segregation or integration is one which runs 
through the whole field of study of human ageing. 

Many of our social and health policies reflect the belief that the elderly (the 
over-65’s?) are in some ways different from the rest of the population and 
should be treated separately. Part of this belief rests upon a view of old age 
which has in recent years come to be known as ‘ageism’. Hendricks and 
Hendricks (1977) refer to it in these terms: 

a fundamental if implicit element of ageism is the view that the elderly are 
somehow different from our present and future selves and therefore not 
subject to the same desires, concerns or fears. 

They argue that we construct a pejorative image of the elderly and then 
discriminate against them in a variety of ways in the light of this. The stereo- 
typing and subsequent discrimination is akin to that experienced by other 
groups within society, for example blacks, homosexuals, etc. One response to 
this discrimination on the part of the older people themselves has been the 
development in America of the Gray Panthers, an organisation established to 
fight for the rights of older people. They adopt many of the same confron- 
tational tactics used by other stimagtised groups over the past few years. 
Further support to the view that the elderly are separate and different comes 
from the comparatively recent phenomenon of ‘compulsory’ retirement: 

The age of retirement from regular employment has become increasingly 
formalised in that most people are retired at the minimum state pension 
ages. (DHSS, 1978) 
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The effect of retirement is not only to reduce income but also, as Townsend 
(1981) would argue, cultivate dependency: 

While the institutionalisation of retirement as a major social phenomenon 
in the very recent history of society has played a big part in fostering the 
material and psychological dependence of older people, the institutionalisa- 
tion of pensions and services has also played a major part, 

Alan Walker (1982) has also discussed the creation of dependency in old age, 
as he sees it, in similar terms. 

The belief that the elderly have special needs permeates much of our thinking 
and is reflected in the ways in which we develop special services to meet those 
needs. Examples include free or reduced-price travel permits and the 
development of many social services specifically for older people - such as day 
centres. The medical specialism of gerontology which has developed, remains 
still too separated from general medical care although half our hospital beds 
are occupied by people over the age of 65. Educational classes are organised 
for ‘the retired’, and even a segregated ‘university’ is proposed. 

Townsend adopts a structuralist view when he attempts to explain this 
phenomenon: 

The evolution of the economy, the state and social inequality has been taken 
for granted, and the implications of the trends for people as they become 
older, neglected. Rather than ask how and why is society restricting life 
changes and opportunities at older ages, most scientists have directed their 
attention to the problem of elucidating adjustment so as to soften the 
impact of that adjustment, but, indirectly legitimise its operation. 
(Townsend, 1981). 

In a later section of the same paper he comments that most theory about 
ageing was: 

Derived from neo-classical economic theory and the associated thinking of 
those working within the tradition of functionalism in sociology as well as 
the more descriptive and empirical traditions of social work and social 
administration. The bias was towards individualistic instead of societal 
forms of explanation. Elsewhere I have characterised this as ‘acquiescent 
functionalism’, or the kind of theory of ageing which attributes the 
causation of problems to the difficulties of individual adjustment to ageing, 
retirement or physical decrescence, while acquiescing in the development of 
the state, the economy and inequality. 
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One of the results, as he sees it, is that passivity among the elderly is cultivated: 

So much energy has been invested by radical analysis in arguing for 
community care as an alternative mode of support for the elderly that some 
of the less happy practices incorporated within the conventional 
administration of community care services have attracted little scrutiny, 
Thus, day centres are sometimes organised on the same lines as residential 
homes but without residence at night. Meals and perhaps physiotherapy are 
laid on but little scope allowed for various forms of occupation and self- 
management. The duties of home helps and community nurses are also 
heavily circumscribed. The elderly are usually viewed as the grateful and 
passive recipients of services administered by an enlightened public 
authority. This can but reinforce their dependency both in their own eyes 
and that of the public. The possibility of organising collaborative services 
with elderly clients and non-clients would be regarded in most areas as 
entirely alien or utopian. (Townsend, 1981). 

It is possible to argue, particularly with regard to housing for the elderly, that 
there is some short-term tactical advantage to be gained in designating it as 
special and separate from mainstream provision. However, as Tinker points 
out there are potential long-term disadvantages: 

It may be that the only way to get provision for disadvantaged groups is to 
make it easily identifiable (for instance, sheltered housing can be seen and 
counted whereas ordinary small homes interspersed amongst family houses 
are less visible) or to get better provision (for instance, higher standards for 
the disabled). But we may do a disservice to a group by making them 
special. For example, single-parent families may want normal family 
housing but be offered accommodation of a much lower standard. And it is 
significant that the trend in other areas of social policy, like education 
provision for the mentally and physically handicapped, is away from special 
provision and towards incorporation of special groups in normal forms of 
provision. (Tinker, 1977) 



THE DEVELOPMENT OF SEGREGATED HOUSING 

The idea that older people require specialised housing and that this might best 
be provided in segregation from the wider community is not a new one. In 
Britain it may be traced back to the middle ages, whilst in Europe the twelfth 
century saw the growth of the BEGUJNAGE system in Belgium and the 
estabishment of FUGGEREI in Germany in 1521 (Butler, 1983), Many of the 
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almshouses in Britain have been modernised in recent years and upgraded to 
current sheltered housing standards. The National Association of Alms- 
houses estimates that its members control 22,357 dwellings. 

Advocates of specialist housing have advanced a number of arguments to 
support its construction. These have included the following: 

a. combating loneliness; 

b. providing necessary special design features; 

c. rationalising the delivery of domiciliary services; 

d. providing a warden to combat emergencies; 

e. fostering and maintaining an independent lifestyle; 

f. freeing underoccupied family housing. 

A fuller discussion of these claims may be found in an earlier publication with 
which I was involved (Butler, Oldman and Wright, 1979) and for that reason I 
do not propose to pursue it further here. However, one must ask two questions 
of these claims: how far are they supported by the evidence; and might not the 
objectives be met more efficiently in other ways? 

For example, there is no evidence from British studies that sheltered housing 
residents, of whom there are now some 500,000, are any less lonely that those 
people who live in ordinary domestic housing (Butler, Oldman and Greve, 
1983). And even if they were, might this objective be achieved in less costly 
ways - for example by organising a regular visiting service? Similarly, in spite 
of some evidence to the contrary from the USA, and a good many anecdotal 
stories from this country, so far no evidence has been produced which 
indicates lowered rates of institutionalisation for sheltered housing tenants 
(Butler, Oldman and Greve, 1983). Research to date on the much vaunted 
alarm and warden systems in sheltered housing has also not proven their 
effectiveness in the case of emergencies (Butler, 1982). 

This is not to conclude that at some future date evidence will not be 
marshalled to support these claims. However, in the absence of clear cut 
evidence, the criticism of segregated housing has mounted. The criticisms take 
a number of forms and may themselves lack much empirical support. For ease 
of discussion I have identified six headings under which most of the criticism 
falls: 

1. There is a danger to health and psychological well-being involved in the 
relocation process when making a move in later life. 

2. Segregated schemes become geriatric ghettos. 

3. The schemes are expensive. 
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4. In many cases segregated housing represents an over-provision of services. 
Not all the residents require all the services that are provided, but because of 
the inflexibility of the system they receive them anyway. 

5. Schemes begin to resemble the institutions that they are intended either to 
replace or reduce the need for. 

6. Independence among residents is undermined rather than enhanced. 

There is not sufficient space to discuss each of these criticisms in detail and 
indeed doing so might lead us away from the central issues of this paper. 
However, some of the evidence marshalled in support of these criticisms is 
pertinent to the segregation/integration debate. 

Any attempt either to impose or encourage a move to segregated housing is 
going to involve relocation. A great deal of work, largely conducted in the 
United States, has been undertaken in order to monitor the effect upon older 
people of such a move. The conclusions to be drawn from these many studies 
(Aldrich et al, 1963; Lieberman, 1961; Markus etal, 1979; Carp, 1968; Lawton 
et al, 1970; Wittels et al, 1974; Schulz et al, 1977) must be treated with some 
caution. In many cases they were examining the impact of imposed moves 
upon very frail elderly people. However, two general points do emerge which 
have practical implications. The first is the fact that the negative effects of 
relocation may be reduced if the move is undertaken with a degree of 
voluntarism. The second is that the negative effects may be reduced if the 
individual perceives himself as retaining some control over the situation. The 
message for housing and social service staff and relatives would seem dear: 
allow the older person sufficient time to consider the move, examine the 
alternatives and retain as much of the decision making as possible. 



WHAT ARE THE EFFECTS OF SEGREGATION? 

In order to examine this question systematically I propose first to examine the 
supposed negative effects and then the positive ones. 



A. The negative effects 

The negative effects of segregation are frequently asserted, but difficult to 
prove. Most often the case relies upon anecdotal evidence or the use of 
emotional language such as the use of the word ‘ghetto’ (Gray, 1976) to 
describe segregated housing schemes. One of the great problems is that people 
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use the term in different ways and may be using it to describe emotional 
segregation or physical segregation. 

A further complication is that the negative factors may be viewed from two 
perspectives; that of the older person himself or the perspective of the wider 
community. The following annotated listing is not intended to be exhaustive 
but it will serve as a framework within which to focus the views of those people 
who criticise the notion of age-separation. 

1. Negative stereotypes of old age are intensified by segregation. R.N. Butler 
(1975) is among those who hold this view. He acknowledges that “retirement 
communities do serve as a useful option to those elderly who prefer them”; 
nevertheless age-segregation has now reached such an extreme degree in 
American society that it has become ‘non-functional’. 

2. Segregation increases the segmentation of society, and younger people are 
prevented from observing the natural process of growing old. A particular 
point is made of the fact that in shutting older people away from the wider 
community, children are insulated from the realities of death. Both Mumford 
(1956) and Bohn (1961) have argued that residential integration promotes 
social integration. 

3. Opportunities to learn from the old are denied to the young. This is some- 
times given a romantic gloss by invoking (say) the image of a grey-haired old 
lady passing on the intricacies of lace-making to a captivated audience of 
younger people who sit at her feet. Nonetheless, a case may be made for saying 
that segregation increases the older persons’ feelings of redundancy and 
uselessness, whilst robbing younger people of the chance to acquire a sense of 
history, continuity and specific skills. 

4. In turn it is argued that older people have a lot to learn from the young. If 
they become segregated they may remain unstimulated by the ideas and 
energy of the young. 

5. Segregation undermines the exchange relationship, Johnson has argued 
that mutual help relies upon the maintenance of a ‘gift relationship’ (Johnson, 
1975). This is less likely to exist if generations are physically separated from 
each other. 

6. Anxiety, which may develop among the elderly confronted by everyday 
problems (minor repairs, bills etc) is more likely to be reduced by discussion 
with young relatives or neighbours. 
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B. The positive effects of segregation 

The most frequently cited positive effect of segregation is that it is said to 
stimulate friendship formation. Irving Rosow examined the social behaviour 
of older people living in apartment buildings in Cleveland (USA). In his now 
classic study he contended that friendship formation is: 

viable among, but not between generations, and that in so-called age dense 
environments significant inroads are made in the numbers of old people 
who in other environments would be isolated. (Rosow, 1967) 

Age-dense, in Rosow’s definition, means apartment buildings in which more 
than 50 per cent of the residents are over retirement age. 

However, this finding did not lead him, as some people have suggested, to 
advocate the building of specialised housing for the elderly: 

Actually, most people function perfectly adequately in ordinary housing 
without any special provision. The experts have seriously misconstrued the 
character and relative importance of older people’s housing. If housing is 
not such an important problem why are the experts so concerned with it? 
Housers seem to assume that housing is a means to various social ends 
rather than simply a physical setting in which the normal social forces that 
govern personal relationships and local social life play themselves out. This 
belief also takes on the character of an ideology which shapes their 
conceptions and directs their action. Actually, of course, housing may 
represent some of the conditions but not the determinates of social life and 
personal fate. (Rosow, 1967) 

A more recent study conducted by Teaff et al (1978), examined the relation- 
ship between various indications of well-being and age-mixing. The study 
conducted in the USA on a national sample involved contact with 2,000 
elderly people on 103 housing sites. The study concluded that age segregation 
was positively related to a number of factors including housing satisfaction; 
morale; and social participation in activities. 

So far, comparable British studies have failed to demonstrate the positive 
effects of segregation identified by the American workers just cited. Graham 
Fennell, in a study conducted in the early 1970s but not completed until 1982 
(Fennell, 1982) rejected Rosow’s hypothesis that age-dense housing facilitates 
integration, following an examination of grouped bungalow schemes for the 
elderly in Newcastle. 
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In general this study suggests that the residential situation of elderly people 
in this form of grouped setting resembles more that of the elderly person 
living alone in the community than it does either the situation of a person in 
a residential home or the situation described in American grouped 
residential situations, (Fennell, 1977) 

A more recent British study (Butler, Oldman and Greve, 1983) of sheltered 
tenants has also failed to demonstrate any improvement in neighbour contact 
and subjective feelings of loneliness following a move to segregated housing. 

Another positive aspect of segregation, particularly cited by older people 
themselves, concerns feelings of physical security. Whilst the evidence about 
crime against the elderly indicates that they are no more likely to suffer than 
anyone else (Mawby, 1982), subjectively they do feel vulnerable - a feeling 
which may well be amplified by lurid press coverage. In America, where the 
problem may be greater, there is some evidence (Lawton and Yaffe, 1970) that 
older people living in age-integrated housing were more likely to be subject to 
criminal victimisation. However, Fennell’s (1977) small study of segregated 
bungalow schemes in Newcastle-upon-Tyne suggested that such schemes can 
expose older people to more threat and vandalism. 

In the presence of conflicting views it is difficult to strike a balance. Lawton 
(1980) perhaps comes closest to it with his even-handed appraisal of the 
situation in the North American context: 

How do older people themselves feel about the integration issue? Data from 
two large-scale research studies (Lawton, in press; Lawton and Nahemow, 
1975) show that older people now living in age-segregated projects over- 
whelmingly approve of this style of living and a large proportion of those 
who are uncertain how they might like living only with age peers before they 
moved into such housing came to approve of it after a year of residence. In 
addition to the greater security perceived in age-segregated settings, a 
number also cited the lack of bother from noise and boisterous behaviour as 
factors in their preference. A minority (31 per cent) would have preferred 
having among their neighbours younger adults with children. Thus, 
although the majority were satisfied, the needs of some were not fulfilled by 
the age-segregating pattern. 



THE CONSUMER’S VIEW 

Too often the debate surrounding the issue of segregation or integration is 
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conducted between specialists with scant attention being paid to the expressed 
wishes of the consumer. From the consumer’s perspective it is possible to 
identify two positions: those who already live in segregated housing (most 
usually sheltered housing) and those who remain in mainstream housing. 

Page and Muir (1971), examining the views of people already living in 
sheltered housing, produced evidence which suggested that older people 
prefer their own peer group as neighbours. The following table ( 1) summarises 
the findings of three studies and is reproduced in their book. 

Table 1 



Age group preference among the elderly 



Preferred 
Age Group 


Hanover 

Study 


Building Research 
Establishment 


Ministry of Housing 
& Local Government 




% 


% 


% 


Own age group 


53 


70 


70 


Mixed ages 


29 


26 


27 


No opinion 


18 


4 


3 


Sample size 


312 


835 


486 



Source: Page, D., Muir, T, New Housing for the Elderly, 
Bedford Square Press for NCCOP. 1979, p29. 



A more recent study (Butler, Oldman and Greve, 1983) which was conducted 
within 12 local authority areas of England and Wales and involved interviews 
with 608 sheltered housing tenants produced findings which were less 
conclusive: 



Table 2 

Choice of neighbours 



N = 608 



% 



Other elderly people 


37 


Couples with children 


14 


Families with children 


4 


No particular preference 


45 



Graham Fennell (1982) in his earlier study already cited of tenants living in 
grouped, but not sheltered, bungalows in Newcastle-upon-Tyne posed the 
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question, “Is it good to group old people together?”. The results of his work, 
which are reproduced in Table 3, again show a mixed picture, but one in which 
a substantial minority seem to prefer older people of a similar age as 
neighbours. 



Table 3 



N = 145 


% 


Yes definitely 


36 


Yes, with reservation 


17 


No real view 


10 


More negative than positive 


19 


No definitely not 


18 



The studies conducted in the United States by Lawton (1980) have already 
been cited in relation to the positive effects of segregated housing in the eyes of 
the majority already resident. However, if a general community sample of 
older people living in mainstream housing is examined with regard to their 
views about a future move, a slightly different picture emerges, Lawton (1980) 
reports an American study which consulted older people who had never 
applied for specialist housing. This indicated that one third of those sampled 
would prefer to live in an environment consisting entirely of age peers if they 
were to make a move in the future. This figure is remarkably similar to three 
British studies which examined the potential demand for sheltered (and there- 
fore age-segregated) housing. Grant and his colleagues (Grant et al, 1976) 
discovered that 30% of the Scottish elderly people whom they interviewed in 
the Dundee sub-region favoured a move to sheltered housing. Susan Clayton 
(1978) in her Durham study, discovered that 36 per cent of elderly who lived 
alone wanted to move to sheltered housing. Finally, Mark Abrams (1978) in 
his study for Age Concern, found that 28 per cent of the over-75s would be 
prepared to move to sheltered housing if a place were available. 



What conclusions can be drawn? 

Caution has to be exercised when attempting to draw anything other than 
tentative conclusions from such studies. For people who have made the move 
to segregated housing, the phenomenon of cognitive dissonance may be at 
work (Fcstinger, 1957) colouring their opinion in support of their earlier 
decision. On the other hand, studies which rely for their data upon asking 
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people what they would like to do in the future may also be unreliable since 
they lack reality. It is possible to say only that a very mixed picture emerges. 
This does not support either set of protagonists in the integration versus 
segregation debate, but suggests that what is required is not the imposition of 
‘ideal solutions’ (Butler and Oldman, 1979) but diversity. Although lip-service 
is paid to the fact that older people hold just as many varied views as younger 
people, this tends to be ignored in professional debate. 

Professional evaluations as to the need for sheltered and segregated accom- 
modation also vary widely. For example, some local authorities in England 
are seeking to offer such housing to people over retirement age within their 
remit. The figure of 5 per cent for those over retirement age is widely quoted. 
This figure, which was generated by Peter Townsend in his book The Last 
Refuge’ (Townsend, 1964), has now been equalled and exceeded by many local 
authorities in England and Wales (Newman et al, 1977). More recently, 
Heumann and Boldy (1982) in a thoughtful consideration of the data conclu de 
that a figure of 15 per cent more accurately meets the existing need for 
segregated accommodation. 



COMMUNAL FACILITIES 

A costly element of many segregated housing schemes are the communal 
facilities which many provide. These most usually consist of a common room, 
but may also include laundry facilities, guest bedrooms and workrooms of 
various kinds. Questions have been raised about the use made of such facilities 
(Middleton, 1982) and therefore their cost effectiveness. Might they not, some 
people have argued, serve to isolate the older person from the wider 
community and thereby increase segregation? From America comes some 
evidence that those elderly with higher incomes and education are more likely 
to choose communal living and make use of the communal facilities in 
schemes. Lawton (1969), in a study which controlled for income and 
functional ability looked at three government sponsored schemes with 
communal facilities. This showed that whilst medical facilities were used 
equally by occupants, the middle-income elderly were more likely to want and 
to use services which required a degree ot sociability. Similarly, Beckman 
(1969) found that communal living in retirement was more acceptable to 
people whose former life-style involved them in associative membership (eg 
teachers, social workers, club-members etc) rather than those less active in 
community groups such as labourers and farmers. Certainly in the United 
States the success of retirement communities composed largely of middle- 
class retirees, would seem to support these conclusions. 
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THE ‘STAYING PUT’ OPTION 



The alternative to moving to some form of specialist housing, such as 
sheltered accommodation, is to remain in ordinary mainstream housing. 
Increasingly this is being viewed as a positive step and given the appellation of 
‘staying put’ (Wheeler, 1982) or ‘sheltering in your own home’ (Butler, 
Oldman and Greve, 1983). However, this of itself does not necessarily imply 
that the older person concerned will be integrated into the wider community. 
Indeed a policy of moving older people out of some inner city areas was 
instituted in Germany recently because those areas were becoming so densely 
populated by that single age group. Grants were made available to encourage 
older residents to move to similar housing units more uniformly spread about 
the city (Butler, 1983). 

A prerequisite for an individual’s decision to remain in their own home or to 
move to ordinary mainstream housing should be knowledge of the options. 
Unfortunately the research evidence is that people do not have this 
information (Epstein, 1980). Too often they are offered no choice, as was the 
case with some of the tenants entering sheltered housing (Butler, Oldman and 
Greve, 1983), or only hear about one particular option. For example some 
elderly people happened by pure chance to see houses with granny annexes 
built alongside (Tinker, 1976). Therefore better information must be available 
so that an informed choice can be made. 

For those who want to move, the evidence is that there are problems, 
particularly within the public sector and especially over moving from one 
local authority area to another (Tinker, 1980). In this DOE funded research it 
was found that most demand came from people who wished to move nearer 
relatives. The research showed that although the wishes of elderly people 
wanting to move for this reason are often regarded sympathetically by local 
authorities and housing associations, the application was rarely given 
priority. It was seen as just one of a number of factors that had to be taken into 
account. Since the research was published, the National Mobility Scheme 
(whereby housing authorities put a certain percentage of their stock into a 
pool) has started. This may help achieve greater flexibility for those who wish 
to move. It appears that of those who moved in 1981/82 under this scheme, 
about one quarter did so either to enable the applicant to give support to an 
elderly or handicapped person or to enable an elderly or handicapped person 
to move to obtain support (National Mobility Scheme, 1982).* 



* NB At the national level for moves beyond county boundaries each local authority and new 
town provides at least 1 per cent of its estimated annual lettings for incoming families under the 
scheme. In a county scheme for moves within county boundaries the one-for-one arrangement 
generally applies. 
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For those who want to stay in their own homes there are a variety of ways this 
can be made easier. The growth of 1 and 2 bedroom dwellings is one element 
(Government Statistical Service, 1980). More small units of housing built to 
mobility standards would help and this has been recommended in much of the 
recent research (Goldsmith, 1974; Tinker, 1980; Butler et al, 1983). We shall 
shortly have the findings from a research study on organising adaptations to 
homes of disabled people. This results from an attempt to monitor the effect of 
a 1978 DOE/DHSS circular entitled ‘Adaptations of housing for people who 
are physically handicapped’. 

There is growing interest in elderly people in the private sector (Donnison, 
1979; Tinker and White, 1979) and a spurt in research. Although much of this 
is incomplete (Wheeler, 1982; Fleiss, forthcoming) some findings are already 
obvious. The need for assistance in claiming grants and helping with improve- 
ments in the home (including liaison with the builders) has already been 
demonstrated in both the ‘staying put’ research (Anchor FI ousing Trust, 1980) 
and in a number of small scale locally based projects. Two notable ones are the 
‘Ferndale Home Improvement Service’ established jointly by Shelter and 
Help the Aged Housing Trust in South Wales, and the ‘Elderly at Home’ 
project based in Newcastle-upon-Tyne. Quite what is the best way to establish 
such a service remains to be seen and various models are currently being 
monitored. 

Research is also in progress on ways in which elderly owner occupiers can use 
the capital value of their home either to obtain a more appropriate housing 
solution (eg private sheltered housing) or generate income (eg through home 
income plans) (Fleiss, forthcoming). Such schemes appear very attractive, but 
may have implications in the longer term. Capital used up now by the older 
person cannot be put towards any future need for residential care which they 
may have wished to purchase in the private or ‘voluntary’ sector. Necessity 
will then place them within the orbit of state provision as a charge upon public 
funds. Thus by solving a current problem we may be in danger of creating 
another for the future (Butler, Oldman and Greve, 1983). 

Finally, research is taking place on ways in which some of the benefits of 
sheltered housing can be given to people in their own homes. Dr Anthea 
Tinker of the DOE is just completing an evaluative study, involving interviews 
with 1,310 elderly people and 250 carers, of services such as dispersed alarm 
systems, wardening schemes and intensive domiciliary support. Such schemes 
are attempting to provide support in the case of an emergency, regular contact 
and practical domestic help. The project (Tinker, forthcoming) when 
complete will also look at the views of management and the costs involved. 
Dispersed alarm systems are thought by many to be the answer to a number of 
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problems encountered in old age. They offer the possibility of emergency 
cover, such as is currently provided in many sheltered housing schemes, but 
enable the individual to remain in his own home and retain local communal 
links. Integration with a local network, if this exists, is not jeopardised by 
removal to a purpose-built scheme perhaps in a different locality. As yet, we 
lack any real evidence, other than anecdotal, that such alarm systems are 
effective in averting emergencies or increasing feelings of well-being (Butler, 
1982). Indeed on the evidence from sheltered housing schemes they may have 
unforeseen repercussions such as increasing social isolation and undermining 
independence (Butler, 1981). 



CONCLUSION 

While theoreticians exercise their minds on the issue of segregation or inte- 
gration, a substantial number of people have come to their own conclusions 
on the matter. Many people over retirement age seek to live among people of 
like age. To an extent, at least in this country, that decision has been shaped by 
the availability of housing. A good deal of the available small unit housing is 
in sheltered, and therefore segregated, schemes. Nevertheless, a good many 
people appear to be satisfied with this lifestyle and content with segregated 
housing. 

To some extent the theoretical debate in this country has been coloured by the 
rather different circumstances to be found in the USA and Scandinavia. In 
both places the segregation/integration debate is sharper because the size of 
segregated schemes is much larger. Retirement villages, often quite remote 
from general family housing, may accommodate 2-3,000 people. In 
Scandinavia, housing complexes, often incorporating extra-care facilities 
such as hospital beds and terminal care units, may have 1,500 people. In 
Britain the average size of a sheltered housing scheme is about 31 units, 
accommodating on average about 40 people. 

However, this should not make us complacent about the danger that in 
segregating older people we effectively isolate them from the wider 
community. What some older people appear to require is housing which to 
some extent insulates not isolates. In conclusion I would suggest that what we 
require is as wide a choice as possible for older people, so that they are able to 
take decisions which reflect the lifestyle they would prefer. In terms of social 
policies this means that a dual approach should be adopted. On the one hand, 
the construction of specialist housing (sheltered/segregated) and on the other, 
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more active measures to facilitate people staying longer in their existing homes 
should that be their wish. 

Both policies should be undertaken bearing in mind the distinction already 
stressed between insulation and isolation. In practical terms the following two 
lists indicate some of the ways in which this may be done. 



Specialist/segregated housing (ie sheltered housing) 

a. not too large; 

b. designed so that it fits in with the local streetscape - not so that it stands out 
as institutional housing for the elderly; 

c. sited close to the person’s home of origin or, in the case of people who want 
to move closer to relatives, greater flexibility by LA housing departments over 
the issue of transfers; 

d. good access to shops, transport, etc; 

e. communal facilities in scheme open to outsiders? 

f. use of community volunteers within the scheme? 

g. wardens who encourage independence, not foster dependence; 

h. tenants to retain own GP; 

i. scheme to resist the temptation to take on an institutional atmosphere. 



Staying put 

a. better information services for older people so that they may make 
informed choices; 

b. assistance in claiming grants, undertaking loans; 

c. support in liaison with builders; 

d. more imaginative and flexible domiciliary services; 

e. dispersed/community alarm systems; 

f. greater financial assistance for maintaining and modifying the home; 

g. greater flexibility on the part of housing authorities to enable those who 
wish, to live closer to relatives; 

h. more small-unit housing built to mobility standards. 
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In this chapter, discussion will be deliberately wide-ranging across medical, 
epidemiological and social aspects of dementia. We believe that a synthesis of 
current knowledge derived from research and experience is essential if we are 
to present a comprehensive account leading to better understanding of the 
nature of dementia as well as the possibilities and limitations of community 
care. The elderly demented are, of all adult recipients of health and social 
services, among the least able to express their own wishes and feelings. 
Opportunities to meet their needs in the light of the best available knowledge 
should not be wasted. But if the oft stated intentions of politicians and 
planners to increase community care are to be realised, known limitations 
must constantly be borne in mind and accommodated. To say that more such 
care should be provided and to make money available without this realistic 
appraisal is to expose the policy at worst to failure, at best to serious 
imbalance. 

For the elderly demented there are a range of service and care options; 
research here described begins to throw light on the positive and negative 
attributes of each. First, though, it is necessary that professionals in the many 
disciplines involved should understand something of the medical background 
to the patient’s condition. 



A. THE CONCEPT, CLASSIFICATION AND EPIDEMIOLOGY 
OF DEMENTIA 

1. Terminology 

In the history of medicine the nineteenth century was the period par excellence 
for the description of specific disease processes. Physicians who sought to 
contribute to classification did so in the belief that they were describing 
disease entities (Wulff, 1979). This belief remains a strong legacy in our 
medical schools and the opposite approach embodied in the maxim ‘There are 
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no diseases only ill patients’ is not widely accepted even today. The term 
‘dementia’ is also rooted in the 19th century type of classification, but is none- 
theless a term whose usage has changed and evolved with advances in 
pathology and psychiatry. In the 19th century both lay and medical usage 
applied to any disturbance of reasoning, including that which resulted from 
chronic or intractable functional (as opposed to organic) psychiatric disorders 
impairing intellectual performance, ie disorders not associated with 
demonstrable brain disease. A prime example of this functional usage was 
‘dementia praecox’, but, while Kraepelin’s symptomatology remains a model, 
Bleuler’s ‘schizophrenia’ has supplanted the original name. Dementia has 
now acquired a more restricted usage involving at least some intellectual 
impairment upon a presumed organic basis (Lishman, 1978). Indeed, for 
those functional conditions in which there is an apparent, non-organ ic, 
intellectual impairment the term ‘pseudo-dementia’ is used. However, 
restriction of dementia to intellectual impairment begs the question as to the 
nature of that impairment and fails to take account of other deficits 
characteristic of the condition. In an attempt to overcome these objections the 
Royal College of Physicians Working Party (1981) on Organic Mental 
Impairment in the Elderly gave the following essentially operational 
definition: “Dementia is the global impairment of higher cortical functions 
including memory, the capacity to solve the problems of day-to-day living, the 
performance of learned perceptuo-motor skills, the correct use of social skills 
and control of emotional reactions, in the absence of gross clouding of 
consciousness. The condition is often irreversible and progressive”. 



2. Nosology 

Dementia is thus a term for a cluster of symptoms and signs. The necessary, 
but not sufficient, underlying cause of this syndrome may be one of a number 
of different pathological processes in the brain. For practical purposes, 
however, two conditions are pre-eminent: 

i. senile dementia of the Alzheimer type (SDAT), the commonest of all, is 
a primary degenerative disorder of the brain; 

ii. multi-infarct dementia (MID) in which there is death of brain tissue 
(infarction) consequent upon a disorder of the cerebral circulation 
(haemorrhage, thrombosis or embolism). 

SDAT and MID may occur separately or in combination in any single 
individual. Other causes of dementia syndromes are less common (eg 
Parkinson’s disease), uncommon (eg Huntington’s Chorea), or extremely rare 
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(eg the transmissible so called ‘slow virus’ infection Creutzfeldt- Jakob 
disease). 

In some cases it is possible to determine the underlying cause during life, an 
example being that of a patient who becomes progressively demented after a 
series of strokes (MID). In most cases, however, a firm pathological diagnosis 
can ethically be made only at autopsy. If specific treatments are introduced in 
the future (see below) invasive investigations such as brain biopsy or 
examination of the cerebrospinal fluid (CSF) may become justified, but for 
the time being the term dementia must remain a descriptive one for a 
syndrome of varied causation. 



3. Dementia versus normal ageing 

Few would deny at least some role for the disease model in dementias in which 
a morbid anatomical lesion eg MID, or biochemical deficit - eg Parkinson’s 
disease - can be identified. Problems arise with SDAT, the commonest of all 
the disorders, because some of the lesions found at autopsy in the brains of 
patients dying with SDAT are also found in mentally intact patients dying of 
diseases unrelated to the brain, although in far less quantity. This finding has 
given rise to the hypothesis that SDAT is not a disease but merely an 
accelerated or exacerbated form of normal ageing. However, it is worth 
remembering that the eponymous title of this condition refers to Alzheimer’s 
(1907) original description of it in the pre-senile state. It seems difficult to 
argue against a disease model in favour of normal ageing when the condition is 
diagnosed in (say) the fifth decade of life. The name SDAT was introduced 
because no valid distinction could be made on clinical or morbid anatomical 
grounds between pre-senile and senile cases (Lauter and Meyer, 1968). Only in 
genetic studies (Larsson et al, 1963) has a difference in the mode of inheritance 
been shown. 

The controversy as to disease or normal ageing is not new. Gellerstedt 
(1932/3) and Rothschild (1937) argued that the two processes could not 
readily be distinguished at autopsy except quantitatively, changes being 
obviously more marked in those who had shown dementia clinically during 
life. However, as Lishman (1978) has written, “Diseases may represent an 
intensification of the ageing process without owing much, or anything, 
directly to it.” More recent neuropathological studies carried out mainly in 
the 1960s showed a relationship between brain changes and clinical symptoms 
(see below). Furthermore, if SDAT were to represent merely a manifestation 
of normal ageing it might be reasonable to expect that not only would the 
incidence and prevalence rise with advancing age - which they do - but also 
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that the majority of the population who reach the limit of the human lifespan 
(Hayfiick, 1976) would by then suffer from it, which they do not. 



4. The meaning of dementia 

Is dementia a meaningful or valid term? We have already seen that despite the 
restriction of its use to organic disorders, it covers a wide variety of u nderlying 
pathological processes. Is the usage still too wide to have any validity? Scheff 
(1966) and Goffman (1963) along with other labelling theorists objected to 
psychiatric diagnosis on the grounds that a diagnostic label encourages the 
individual into the spurious role or career of a mental patient. Although we 
have some reservations about this theory we would argue that it is more 
tenable in respect of functional disorders such as affective psychosis or schizo- 
phrenia than it is in those conditions where morbid brain changes constitute 
an independent validating criterion. However, we would readily accept that 
environmental pressures can lead to a false diagnosis of dementia. 

Studies of hospital in-patient populations suggest that dementia is a valid 
diagnosis both for differentiation from other conditions such as depressive 
illness as well as for prognosis. Martin Roth’s classic study (1955) from 
Graylingwell Hospital, Chichester, showed that of all elderly demented 
patients admitted there in 1948-49, some 60% were dead within six months 
and 67% were dead within two years. This compared with a six-month 
mortality of only 11% of patients admitted with a diagnosis of affective 
psychosis (depression). Rates of discharge from hospital were equally 
strikingly different, in that after six months only 1 1% of the demented patients 
had been discharged as against 52% of those with affective psychosis. A more 
recent study of admissions to the Crichton Royal Hospital, Dumfries, in 
1974-76 (Christie, 1982) showed a much diminished mortality among 
demented patients at six months (27%), although this figure rose to 55% by 
two years. But the difference between the demented and the depressed 
remained. It is important to be aware of the fact that admission policies have 
changed over the last quarter of a century (Sainsbury et al, 1967) and that the 
populations may not be strictly comparable. However, given that better 
nutrition and the availability of antibiotics have tended to lower mortality on 
the one hand, and that admission policies have shifted so that only the more 
severe cases are hospitalised on the other hand, the comparability of the 
samples is sufficient to make the point that for hospital populations, dementia 
is a useful and discriminating label. 

If dementia is a valid concept for hospital populations it remains to be asked if 
this is so for those individuals living in the community. Most health-care 
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professionals or supporters of the demented in the community are not 
medically qualified and do not use the term dementia, but refer to ‘confusion’, 
itself not easy to define but easily recognised by those who employ it. If we 
accept that, for practical purposes only, dementia and confusion in this 
instance are interchangeable, then to answer the question as to the validity of 
the label one must determine if the diagnosis is relevant to treatment and 
outcome. That the community focus is important is demonstrated by the 
briefest of glances at the demographic position of the elderly in the United 
Kingdom today. The proportion of the population aged 65 and more is 
something over 15%. Complete data from the 1981 census are not yet 
available but a figure for the total population of just over 54 million has been 
released in the news media yielding an estimated 8,100,000 elderly people. We 
know from the 197 1 census that 95% of these live in their own homes. Further- 
more, of the remaining 5% who are in so-called ‘institutional’ care, many are 
in fact in the community in non-medical, local authority residential homes. 
Thus, as Bergmann (1981) has pointed out, a very small shift of only one or 
two per cent of the elderly from the community to hospital care would lead to 
a breakdown, not only in geriatric and psychogeHatric services, but would 
spill over with devastating effect into acute medical and surgical services for 
the population of all ages. 1 



In the foregoing section we have asked a broad question about the validity of 
the diagnosis of dementia. We have answered it j positively with respect to 
hospital samples. Where community residents j are concerned, however, 
further data are required to answer the question. These data are to be obtained 
from epidemiological research. 



5. Epidemiology 

Hospital or institution-based studies of most morbid conditions are unsatis- 
factory ways of determining total prevalence, and this is no less true of 
dementia. As we shall see below the amount of undetected illness makes it 
essential actively to seek out cases if an accurate estimate of prevalence is to be 
made. In this country the Newcastle group under the direction of Professor 
Roth, with support from the Ministry of Health and subsequently the DHSS, 
conducted two seminal community studies in the 1960s. In the earlier one 
(Kay et al, 1964 a and b) a prevalence of approximately 5% ‘severe’ and 5% 
‘mild’ cases was found in the population of 65 years and over. In the later 
study (Kay et al, 1970) the earlier sample of 297 cases was amalgamated with a 
new one of 461 cases. The overall prevalence of chronic brain syndrome - “In 
nearly every case either senile (=SDAT) of arteriosclerotic (=MID) dementia” 
- in the combined group of 758 cases was 6.2%. The prevalence increased with 
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each decade, varying from 2.3% in persons aged 60-69 to 22% in those over 
the age of 80. 

These results from Newcastle are well supported by other international data. 
It is not necessary to repeat the details here, but the level of agreement is 
surprisingly high for moderate and severe cases, considering the variation in 
the nature of the samples and the population from which they were drawn, viz 
Norway, Scotland, New York, Sweden, England/Wolverhampton. In an 
interesting replication of Essen-Moller’s study of the entire population of 
Lundby in southern Sweden 1947 (Essen-Moller, 1956) Hagnell et al (1981) 
found a drop in the incidence of dementia when comparing the years 1947 to 
1957 with 1957 to 1972. It is not entirely clear why this should have been so, 
but factors to be considered are the general improvement in the health of the 
population, improved perinatal health, better nutrition, and control of high 
blood pressure (which predisposes to strokes) with anti-hypertensive drugs. 

Some criticism which has been levelled at the concept of dementia had been 
based on the assumption that there are no validating criteria for the diagnosis 
other than responses to standardised or unstandardised questions put by 
research workers and/or clinicians. However, the assumption is mistaken. 
Outcome studies clearly show that the diagnosis made in community samples 
predicts both a high mortality and avidity for services compared with the age- 
matched non-demented population. For instance, Kay et al (1970) found that 
35 of 47 (74%) of demented subjects were dead within 2-4 years of index 
assessment compared with 19 of 73 (26%) of the controls, a highly significant 
difference. Furthermore, prior to death or at final assessment, 55% of the 
dements had been admitted to hospital during the follow-up period compared 
with 22% of controls. For the former, the duration of stay was four times as 
long in hospital, and ten times as long in local authority residential care as for 
the latter. 



6. Brain-behaviour relationships 

We have argued that clinically and prognostically the label of dementia is a 
powerful one. Underlying this discussion, and especially because this section 
is written from a medical standpoint, is the assumption of a necessary morbid 
process in the brain. Before extending our argument it seems reasonable to ask 
whether the clinical syndrome of dementia actually does reflect the cerebral 
disease. Alzheimer (1907) certainly had little doubt of it, and no objections 
were raised until the work of Grunthal (1927), Gellerstedt (1932-3) and 
Rothschild (1937) who, as we have seen, raised the possibility of an 
acceleration of the normal ageing process. More recently in a large series of 
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300 autopsies at a big English mental hospital, Corsellis (1962) demonstrated 
a clear and significant association between microscopic brain changes, such as 
senile plaques (starch-like deposits) and tangles of degenerate neurofibrils in 
patients diagnosed in life as suffering from senile dementia. 

Also in the 1960s a remarkable series of investigations was carried out in 
collaboration between the departments of neuropathology and psychiatry at 
the University of Newcastle (Blessed et al, 1968: Roth, 1971) seeking to 
establish a quantitative relationship between clinical impairment in life and 
autopsy changes. These studies, which owed much to the painstaking efforts 
of Professor Bernard Tomlinson, confirmed an essentially rectilinear 
relationship between a clinical dementia score and the number of senile 
plaques per high-powered microscope field in patients dying from SDAT. In a 
parallel investigation on patients dying of MID Tomlinson and his colleagues 
also measured the volume of brain which had been liquefied (infarcted) by 
preceding strokes, and again showed that clinical impairment in life varied 
proportionately with the volume of infarcted cerebral tissue. Furthermore, 
threshold values could be estimated for the number of senile plaques or 
volume of brain infarction above which clinical evidence of dementia would 
appear. If SDAT and MID occurred within the same patient, the individual 
thresholds associated with clinical dementia could be lower than those 
required to produce either SDAT or MID alone. 

• Further important advances have been made even more recently in the 
neuropathology of SDAT by several teams of researchers, notably Perry 
(1978) and her co-workers in Newcastle, and Bowen (1979) and his associates 
at the National Hospital for Nervous Diseases in London. A specific deficit of 
the enzyme choline acetyl transferase (CAT) essential in the formation of the 
neurotransmitter substance acetylcholine has been found in the brains of 
patients dying of pre-senile Alzheimer’s disease and SDAT. CAT activity was 
normal in the brains of control subjects dying of other causes. The discovery 
of a specific biochemical deficit holds out real hope in the future for a specific 
treatment, analogous to the deficiency of dopamine in Parkinson’s disease 
now treated with L-DOPA. 

These studies have shown that the diagnosis of SDAT and MID can be 
unequivocally established at autopsy, but although it is possible to make the 
diagnosis during life from brain biopsy, such an invasive investigation is rarely 
ethically justified. The hope of specific treatment has underlined the need to 
improve diagnostic accuracy, but clinicians are obliged to rely on means other 
than bidpsy such as radiology (x-rays). The invention of computed 
tomography (CT scan or EMI Brain Scanner) has enabled the brain for the 
first time to visualised non-invasively during life. Various researchers (eg 
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Jacoby et al, 1980; and Jacoby and Levy, 1980) have shown that brain atrophy 
on the CT scan is strongly associated with senile dementia and that quite small 
infarcts resulting from strokes can be seen. However, a small proportion of 
normal elderly subjects show radiological atrophy, while an equally small 
proportion of demented patients do not. Using the computerised facilities of 
the scanner a new technique has been developed to measure the density of the 
brain (Bondareff, 1981). It is hoped that, if the specific areas of the brain 
known to be affected by SDAT, eg the medial temporal lobe, can be reliably 
identified on the scanner, the density measurement will prove to be a useful 
diagnostic tool. 

Other imaging techniques may also be of potential use in the diagnosis of 
dementia, although they remain for the present within the ambit of research. 
For example, a reduction in cerebral blood flow using radio-isotopes has been 
demonstrated in Alzheimer’s dementia (Gustafson and Risberg, 1981; 
Hagberg and Ingvar, 1976). Finally, in the not too distant future it may be 
possible to study the dynamic function of the brain. In fact this can already be 
done with positron emission tomography, but the complexity and capital cost 
of the equipment make it a viable proposition only for a small handful of 
laboratories in the world. Nonetheless, sufficient may be learned from the 
technique to enable dynamic imaging to be achieved eventually by cheaper 
and more accessible means. 



7. Rating scales and diagnosis 

As mental disorders are generally without the sort of objective validating 
criteria such as tumours, inflammation or measurable biochemical changes, 
research diagnoses tend to be made either by consensus or using operational 
criteria. The latter are most frequently elicited with rating scales or 
questionnaires whose inter-rater or test/re-test reliability may be (or may 
seem to be) high. Although dementia syndromes for the most part do have 
objective validating criteria (brain changes) these are either not readily 
verifiable during life (microscopy) or ascertainable only with expensive, high 
capital-cost equipment (computed tomography). Thus various scales and 
questionnaires have been devised to assist in diagnosis and assessment of 
severity. Examples of these are the Dementia Rating Scale and Mental Test 
Score (MTS) (Blessed et al, 1968; Hodkinson, 1973) first used in the Newcastle 
studies. Also widely used are the Crichton Royal Behavioural Rating Scale 
(CRBRS) and the CAPE (Robinson, 1967; Pattie and Gilleard, 1976). More 
recently, Hughes et al (1982) have published a scale for the staging of dementia 
which the authors claim distinguishes highly reliably demented from non- 
demented subjects. 
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Ail the aforementioned are relatively short and simple scales. Considerably 
more complex is the Geriatric Mental State Schedule (GMSS) (Copeland et al, 
1976) a semi-structured mental state examination with more than 480 rated 
items from which separate factors such as disorientation, memory loss and 
depression can be derived and correlated with other variables. 

All the questionnaires and rating scales have been criticised for reasons that 
they over-simplify something essentially complex and that they are reliable 
only because they all ask the same questions of the patient without 
questioning the diagnostic validity of the items. The objection to such 
criticism arises from the mistaken assumption that these scales are themselves 
the ultimate arbiters of diagnosis. In fact, although cut-off points between 
normality and dementia have been empirically derived with some scales 
(Hodkinson, 1973; Hughes et al, 1982) none were ever intended to replace the 
more subtle and complex processes of history-taking and clinical 
examination, including an evaluation of the interaction with the patient, 
through which the physician arrives at a diagnosis. The purpose of the scales is 
rather to extract abilities/ disabilities that can be related to other non-patient 
variables. If they are used for diagnosis they are used wrongly. To exemplify 
the point we quote from Hagnell et al (1981): . . the psychiatrist has visited 

the proband and carried out an open-ended, semi-structured interview 
combined with a free conversation plus a description of proband and 
environment. These data, together with additional information from various 
sources . . . have formed the basis for a systematic evaluation of every 
proband”. 



B. THE ELDERLY IN THE COMMUNITY 
1 . The scale of the problem 



As we have already stated 95% of the elderly are living in the community, the 
majority in their own homes. The question now arises as to whether physical 
and social difficulties are as manifest to those agencies designed to bring them 
services as is the case with hospital populations. The evidence suggests that 
this is not so. Family doctors’ awareness of illness among their elderly patients 
may be insufficient. In a survey of a random sample of 200 patients aged 65 
and over taken from three practices in Edinburgh, Williamson and his 
colleagues (1964) found that ol 55 considered to show some degree of 
dementia, 48 (87%) were unknown to their family doctor. In fact only an 
insignificantly smaller percentage of those with depression (77%) were also 
previously undetected. 
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It is certain that the elderly at home represent a reservoir of unfulfilled need. 
The mere failure to be aware of the morbidity (Williamson et al, 1964) is 
testimony to this but studies of the Newcastle sample already mentioned have 
taken the matter further (Foster et al, 1976). Of 477 subjects interviewed in 
their own homes by a social worker and a psychiatrist separately, only 12% 
were receiving services of some kind and a highly significant proportion of 
that minority (43%) were demented. More important, however, was the 
finding that 96 subjects (2096 of the total sample) were considered by the 
researchers to be in need of services (health visitor, home help, meals, nursing 
care, aids and appliances etc) but were not receiving them. The non-recipients 
in need of services did not differ from the recipients with respect to most 
social, physical and psychiatric variables, in particular the amount and degree 
of dementia; but compared with those not requiring services, non-recipients in 
need were highly significantly different in the expected direction. That is to say 
they showed more organic cerebral impairment and more physical and social 
disabilities. 



2. Possibility of early detection 

The probable reason for this unfulfilled need is the failure by service providers 
to detect it. But detection, especially early in the course of illness when there is 
a greater likelihood of beneficial intervention, presents its own problems. The 
opportunity to explore early ascertainment of all types of psychiatric disorder 
was undertaken by Professor Roth’s group in Newcastle in DHSS-funded 
research in the 1970s based on the Brighton clinic, a specialised psycho- 
geriatric unit (Bergmann, 1981). 

A large local general practice of 17,000 patients provided an initial field of 
experimentation. A short while later, another practice of 7,000 patients was 
also studied, giving a total population of 24,000 of whom 3,600 (15%) were 
aged 65 and over. At first, written and personal contact encouraging early 
referral from the primary care team was tried, but yielded only few referrals. 
The yield was increased when the research psychiatrist arranged home visits 
following a simple and convenient procedure. After almost one year it was 
evident that a large number of ‘problem cases’ were rapidly referred but 
subsequently the flow of cases soon dried up. The total of referrals from both 
practices was 100 cases in 1 1 months which was 2.8% of the group aged 65 and 
over. When compared with a total prevalence of 21.9% estimated psychiatric 
morbidity derived from the Newcastle group’s own epidemiological research 
in the same city this figure indicates a very low proportion of known cases. 
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The 100 referrals were studied further by dividing them into two sub-samples 
consisting of a control group referred back to their general practitioner with 
only a brief report, and an experimental group who underwent full multi- 
disciplinary assessment at the Brighton clinic. After two-year follow up, the 
results of intervention were disappointing. One third of all subjects had died 
and both groups had spent considerable periods in institutional care. It 
became clear that early cases had not been detected and that it was late cases 
who had been referred. These patients often were so ill that the research team 
had been required to find acute medical and surgical treatment for them. 
Nevertheless, even these late cases in the experimental group who survived to 
follow-up derived some benefit from treatment in respect of improved 
mobility, capacity for activities of daily living and household support when 
compared with the controls. 

The results of this work show that the elderly with early or less severe 
psychiatric disorder are ‘invisible’ to their family doctors. We take the view 
that a public health approach to the psychiatric problems of the elderly is 
indicated, with screening and assessment of vulnerable groups. It is possible to 
define the vulnerable groups from the epidemiological and other research 
already available: 

i. Older people over 75 years of age and living alone. 

ii. Older people recently bereaved. 

iii. Older people recently discharged from hospital. 

iv. Older people requiring home help and community services. 

v. Older people asking for residential care. 

vi. Older people planning to give up their own homes for any other reason. 

We do not accept the argument that screening for psychiatric disorder would 
release an unmanageable flood of cases. Most surveys suggest that about 80% 
of elderly people in the community do not suffer from any disabling 
psychiatric problems. In a validation study of an early ascertainment 
screening questionnaire, only 60 (16.7%) people with any clinically significant 
psychiatric symptoms were detected in a sample of 360 subjects. When 
symptom profiles were examined in detail using the GMSS it emerged that 
only about 10% of the elderly population could be defined as potentially 
requiring treatment (Bergmann unpublished report to the DHSS). 



3, How are the ‘invisible ones’ sustained? 

If there are undetected cases of dementia in the community, how are they 
surviving and being maintained? Bergmann et al (1978) showed that among 
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first admissions to the Brighton clinic psychogeriatric day hospital the most 
viable in the community were those who had support from their families. 
However, as might have been expected from the study of Foster et al (1976) 
more services were required than were actually being received. Sanford( 1975) 
identified and measured problems in a consecutive series of admissions to a 
geriatric ward which, if alleviated, would have restored a tolerable situation at 
home. Many of the most burdensome of these problems for supporters at 
home theoretically had some potential for alleviation by medical or social 
intervention. They are too numerous to list but include sleep disturbance, 
nocturnal wandering and shouting, incontinence and immobility. 

In fact it was clear from Sheldon’s (1948) classic study of old people in 
Wolverhampton before the advent of the welfare state that families are 
required to shoulder a considerable burden from demented relatives. With the 
extension of the philosophy and practice of community care, this burden 
increased. 

Among the first to evaluate it were Grad and Sainsbury (1967) who compared 
the community-based service in Worthing and Chichester (see below) with a 
hospital-based one in Salisbury. At referral, the families of the elderly Sussex 
patients were rated as shouldering a more severe burden than those of the 
Salisbury patients (33% cf 16%) but after two years from initial referral the 
difference was much less marked (13% cflO%). When relief to families was 
rated at two years after referral, there was little difference between the two 
services (74% Sussex cf 80% Salisbury). All these data indicate the need to 
study in depth the supporters of the demented elderly at home and to ask: 

a. who are the supporters? 

b. what are they experiencing? 

c. in what way do they need help? 

A study focusing on these issues has recently been funded by the DHSS and 
carried out by Enid Levin at the National Institute for Social Work. This 
research involved 150 old persons living in three local authority areas who had 
been identified by workers in the health and social services as ‘confused’ and 
receiving support from a relative. The physical and mental state of the old 
persons was assessed by psychiatrists using a structured schedule 
incorporating the GMSS. Seventy seven per cent were found to be suffering 
from dementia and in 42% of these the dementia was severe. About 25% of 
those with dementia and 50% of those without were given another psychiatric 
diagnosis. 
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The main focus of the study was on the supporting relatives, who were 
interviewed at length twice, approximately one year apart. In general, these 
supporters were an elderly group and their average age was 61 . Two thirds of 
them were women, and the majority were spouses or children. Not 
surprisingly they differed markedly among themselves not only in ‘objective’ 
factors such as class, age, sex and whether or not they were working or had 
other people in the household but also - perhaps more importantly - in their 
‘subjective’ reasons for undertaking the care of the old person, and in their 
reaction to the stresses imposed. The questionnaires sought detailed 
information on the specific activities they undertook for the old people, the 
problems they faced, the solutions (if any) found, and their reactions to 
services. In the light of the information thus gained, the researchers were able 
to indicate some of the possibilities of community care for the confused elderly 
persons, and also - more to the purpose of this chapter - some of its 
limitations. 



4. Limitations to community care 

The first limitation identified related to demographic factors. Old persons 
living on their own were less likely to be assessed as moderately or severely 
demented than were those with families, but those alone who were so assessed 
were particularly likely to enter institutions later. Similarly 42% of the 
supporters of those living alone were definitely or probably prepared to accept 
the idea of permanent care for them, as against 5% of the supporters who had 
been living with the old person for 50 years or more. In this context it is 
important that the old people had been living with their supporting relative for on 
average a continuous period of 36 years before the interviews, and had become 
‘confused’ in the context of a longstanding relationship. They had rarely if ever 
been taken to live with their relatives at the onset of confusion. Many old 
people live on their own, and some become demented in this situation. If their 
dementia is at all severe, it is likely that they will need continuing care in a 
home or hospital. 

The second important limitation on community care arises simply from the 
extent of the stress imposed upon the relatives. Although most of the supporters 
interviewed wished to care for their old persons, three quarters of them 
expressed moderate or severe distress at what they had to do. Distress was 
assessed by 24 ratings on the Social Behaviour Assessment Schedule (SBAS) 
distress rating scale (Platt et al, 1980). The supporters also filled in the 28 point 
General Health Questionnaire (GHQ) of Goldberg (1978). 35% of supporters 
scored 5 or more on the GHQ, a level at which and beyond there is a high 
probability that the respondent would be assessed by a psychiatrist as needing 
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attention. These severe strains were reduced by separation. Over time the 
GHQ score tended to rise slightly if the supporter continued to care, but to fall 
if the burden was reduced by the old person’s death or admission to hospital or 
a home. These differences in GHQ trends were statistically significant. 

The researchers identified specific problems over which the supporters 
experienced most distress, and checked their resulting impressions by relating 
these problems to GHQ score and to outcome. (At follow-up 21% of the old 
persons had died and 22% had entered hospitals or homes.) Generally, 
supporters shouldered severe burdens in four main areas: 

i. practical and personal care, eg assistance in hygiene; 

ii. behaviour, eg aggression, night disturbance and repetitive questions; 

iii. many supporters were saddened by the extent to which dementia had 
changed their relationship with the old person; 

iv. the effects on the supporters’ own family, work and social life. 

Problems with behaviour and relationships caused particular distress. 

This study identified a third limitation to community care which related to the 
capacity and willingness of services to reduce these burdens. Help from other 
relatives and from neighbours, whilst important, was rarely commensurable 
with the efforts of the principal supporter. By contrast, services such as day 
care, relief admission, home help and district nursing were almost always seen 
by the supporters as helpful or even essential. The limitations on these services 
were, however, fourfold. 

First, in many cases they were offered late or not at all. General practitioners 
were again found (see Williamson et al, 1964: Bergmann, 1973) to be the 
crucial gate-keepers to services but varied in their capacity to identify and act 
upon social as well as medical need. Second, some of the problems, such as 
those involving changes in relationships, were inescapable. Third, the 
knowledge and skill of key professionals was not always as great as it might 
have been. For example many of the supporters had found ways of coping 
with problems such as incontinence or wandering which would have been 
helpful to other supporters, but which were rarely passed on by professionals. 
Fourth, services were often in short supply. In this respect there were large 
variations between local areas in levels of provision; many supporters would 
have liked services they were not getting, or more of services they were getting. 
Some services, such as relief admission, appeared to be offered more as a 
palliative to supporters who wanted their old person in hospital or a home, 
rather than as part of a planned service designed to make community care less 
stressful for the supporter. 
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In these circumstances it was not surprising that, although one of the areas in 
this study had attempted to implement a policy of community care to 
compensate for the small number of long-stay hospital beds available for the 
elderly mentally infirm, the effect of this policy appeared to be to divert elderly 
persons with dementia to local authority homes. It is with the care provided in 
these homes that the next section is concerned. 



5. The elderly demented in local authority homes 

Part III ot the National Assistance Act (1948) established the power for local 
authorities to provide residential homes for the elderly, but it is doubtful if 
those who drafted this legislation saw the significance of its contribution to the 
care of the demented. In fact residential homes have become the last bastion of 
community care, having experienced a functional expansion since 1950 from 
their more limited role as a place of relocation for the relatively unimpaired to 
include care for the elderly mentally infirm (EMI). 

Census data show that since 195 1 the proportion of people between the ages of 
65 and 75 in residential homes has not significantly increased. Those between 
the ages of 75 and 80 have shown a moderate increase but those of 80 years and 
over have shown a very steep rise from an age specific rate of about 30 per 1000 
in 1951 to about 75 per 1000 in 1971 (Evans, 1977). These data compare with 
only a slight rise in the numbers of those in psychiatric hospitals over the same 
twenty years, and a slight rise in non-psychiatric hospitals in the first decade 
followed by a small decrease between 1961 and 1971. Thus the expansion of 
the population in r> fdential homes over the last twenty to thirty years has 
been due mainly to the very old, who have a general prevalence of dementia of 
about 20% 

The National Assistance Act did not initially bring with it a notable 
programme of building expansion for the provision of homes. Many of them 
were opened in old Poor Law institutions, and towards the time when they 
were beginning to take more mentally infirm residents were stringently 
criticised by Townsend (1962) particularly (but by no means exclusively) for 
the inadequate nature of the buildings. In the following decade many more 
purpose-built homes were opened, but the mere provision of better 
accommodation was not a universal solution when the nature of the 
residential population was undergoing a shift towards the mentally impaired. 
Early attempts to resolve this particular problem by concentration of the 
elderly mentally impaired in special homes sometimes resulted in the sort of 
disintegration of standards attacked by Meacher (1972). 
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However, some local authorities were able to implement a successful policy of 
opening a number of high quality EMI homes. In Newcastle-upon-Tyne, for 
example, these homes succeeded for a number of clearly definable reasons: 

i. they were purpose built; 

ii. all except one were single storey buildings; 

iii. they were secure against external hazards, but afforded maximum 

freedom for the residents within the home and grounds; 

iv. all were small units, none housing more than 35 residents; 

v. all were visited regularly by psychiatrists and integrated within the 

comprehensive psychogeriatric assessment and care system. 

As a result the inception and development of the Newcastle EMI homes was 
associated with a decline in bed occupancy by the demented elderly in the 
psychiatric hospital. Furthermore, they worked to the satisfaction of the 
relatives, the residents and the personal social services department which 
unde~took to establish them. However, the question of specialist EMI versus 
integrated homes has not been conclusively answered in the former’s favour; it 
requires a more objective study than Meacher’s polemic. 



6. A study of six homes 

Such a study, funded by the DHSS, was recently completed in Manchester by 
a team under the direction of Drs Jolley and Wilkin. Six residential homes 
were intensively investigated on the basis of known differences in the physical 
and mental characteristics of their residents. Eighty per cent of their 221 
residents were 75 years or older, women predominating 3:1. They were 
assessed using a modified version of the CRBRS that has been used in a series 
of studies in residential homes in South Manchester from 1976-1981 
(Charlesworth and Wilkin, 1981). The full scale (range 0-38) covers memory, 
orientation, communication, co-operation, restlessness, dressing, feeding, 
bathing and continence. A confusion sub-scale (range 0-11) covers only 
memory, orientation and communication. 



Residents 



A fuller clinical assessment of a sub-sample of residents confirmed previous 
findings that all those scoring 1 1 or more on the full scale, or more than 4 on 
the confusion sub-scale were suffering from dementia. The homes ranged in 
content from 24 to 71% of residents scoring 1 1 plus on the full scale, and from 16 
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to 55% scoring 4 or more on the confusion sub-scale. The range of very confused 
(7 plus on the confusion sub-scale) was 10 to 22%. 



Premises 



Only half the homes were sited within the area from which their residents 
came, and journeys of up to 10 miles across South Manchester could be 
required for friends to visit. Two ol the homes were converted Victorian 
mansions of considerable charm. Other purpose-built homes were more 
uniform and less inspiring. All, even the purpose-built homes, had difficulty 
coping with the physical needs of disabled, especially incontinent residents. 



Staff 

1 he background, training and attitudes of 106 staff of ail grades were assessed 
using a structured interview. 90% were women, 60% married. 73% had been in 
their present post tor more than one year, and enjoyed the work because of its 
content and local availability. Many had left school with few or no 
qualifications, and only half had received some rudimentary in-service 
training. The majority were keen to acquire more training. Only 15% felt that 
the confused could or should not be managed in the homes, and 70% of those 
indicating a preferred group mentioned the confused. 20% identified 
‘residents I dislike working with’, and it was the lucid but demanding and 
querulous who were more often identified. Most care staff described 
difficulties in managing a mixed population, but only in the two homes with the 
greatest number of confused residents (36% and 55%) was the number of 
confused felt to be excessive. 



Regimes 

Observation revealed a consistent pattern of greatly increased time required 
for dressing and personal care of residents with full scale scores of 11 plus. 
Homes with more impaired residents adopted a ‘conveyor-belt’ system simply 
to cope with basic needs, and the potential for such intimate activities to 
stimulate rewarding interactions was lost. Indeed, pressure to get things done 
sometimes resulted in irritable and unhappy exchanges. In the two homes with 
the greatest number of confused residents a sensitive and rewarding regime of 
personal care would have consumed one third of all staff time. 
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Most residents spent the majority of their waking hours in communal lounges. 
Small alternative sitting-rooms were all under-used, so that 70-90% of the 
residents would be sitting or wandering within one or two main lounges for 
most of the day. For two-thirds of the day, the residents had only each other 
for company. Estimates were made of the proportion of residents actively 
engaged in doing something or in communication with staff or other residents. 
Levels of engagement varied between and within homes at different times. 
Areas with more confused residents showed less engagement. Smaller sitting- 
rooms were more conducive to engagement as was almost any activity 
initiated by the staff. Conversation was generally sparse, but facilitated by 
small groups and staff-led discussions. In all but one area - ie the main lounge 
of the home with the most confused - lucid residents determined the quality of 
the milieu by dominating activity and conversation, the staff playing an 
important but lesser role. 



Residents’ opinions 

Most lucid residents accepted the status quo and over 60% expressed tolerant 
views of the confused. Rejecting opinions ranged from 15% in homes with few 
confused to 30% where 30% were confused. Frustration and boredom were 
far more commonly expressed than hostility to other residents, who were seen 
with the staff as mildly re-assuring company. 



Conclusions and recommendations of this study 

The conclusions and recommendations of this study were: 

i. Provision of care in small residential homes represents a major 
improvement on the situation described by Townsend ( 1962). But improved 
physical circumstances and staffing levels have not dispelled the disabilities 
of the resident population. Follow-through studies of the Manchester 
homes allayed fears that disability levels are escalating (Wilkin et al, 1978) 
and indicated evidence of fluctuation about a fairly stable mean. 

ii. The argument that homes should be closed and their residents 
transferred either to hospital (the disabled) or to sheltered housing or 
supported care at home (the socially bereft) runs counter to progress and 
research evidence. All but a few of the elderly residents studied were no 
longer married and had no family to offer accommodation. Furthermore, 
many of the apparently able had personal and emotional problems that led 
to failure in living by themselves. (Stout, 1981). 

iii. Although there were problems and tensions they were not in the main 
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intolerable. A mix that included more than 30% of confused/disabled was 
unsatisfactory for staff and residents alike, and is to be avoided. 

iv. Staff, and in consequence the residents, would benefit from more and 
better training. There was a need for more professsional skills of nurses, 
occupational therapists, physiotherapists, clinical psychologists and others 
working on a sessional basis. 

v. The greatest weakness of residential homes is the continuing isolation of 
many from the remainder of the community and its services. A greater 
commitment to day care, to serving their own local community, and to their 
development as co-ordinating centres for domiciliary services would give 
residential homes a more central role in the provision of services and greatly 
improve the quality of the life they offer (Wilkin et al, 1982). Such a change 
could further realise their capacity to cater for confused and disabled old 
people in relatively ‘normal’ surroundings, restricting specialist institu- 
tional care to the relatively few very disturbed and disabled elderly who can- 
not be managed elsewhere. 



7. Integration, disintegration, re-integration 

The advent of the welfare state in 1948 superseded a system of public care for 
the elderly which had been based substantially upon the Poor Laws. It is not 
necessarily to the credit of the old system that it offered an integrated service 
of a kind. But along with the service improvements of the post-war legislation, 
came a new degree of fragmentation. Responsibility for provision of support 
or care for elderly people who could not be sustained entirely by their own 
efforts, or the efforts of family, friends or neighbours, devolved upon at least 
four services - welfare, mental welfare, psychiatric and geriatric medical. 
After 1948, if families were unable or unwilling to care for elderly mentally 
infirm members it was not always clear from which agency help should be 
sought. The route to hospital could be a circuitous one as the various agencies 
sought to place responsibility elsewhere. 

Among the first to tackle these problems were Drs Joshua Carse in West 
Sussex and Duncan Macmillan in Nottingham. Carse (Carse et al, 1958) 
addressing himself to the undesirability of removal from the community, 
established the Worthing Day Hospital whose function was not only to treat 
patients but to undertake proper assessment within the community as a 
prerequisite to admission to Graylingwell hospital in Chichester. The policy 
of the day hospital was to use assessment as a way of avoiding admission 
wherever possible. This innovation was evaluated by workers from the 
Graylingwell Hospital MRC unit (Sainsbury et al, 1967; Grad and Sainsbury, 
1967) who compared the community-based service with a hospital-based one 
not far away in Salisbury. Their studies showed that referrals to the 
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Worthing/Chichester service were greater in number than to Salisbury (nearly 
twice as many in the age group over 75), but that only just over half, as many 
elderly patients as a whole (aet 65 and over) were admitted to Graylingwell as 
were hospitalised in Salisbury (42% cf 16%). 

In Nottingham, Macmillan (Morton et al, 1968) tackled the problem of 
divided responsibility in a unique manner. As physician superintendent of 
Mapperley Hospital he also acquired the post of Deputy Medical Officer of 
Health (Mental Health), thus holding NHS and local authority responsi- 
bilities simultaneously. He established a short-term assessment unit within the 
grounds of Mapperley, bestowing equal admission rights on mental welfare, 
social welfare, geriatric medical and psychiatric services. Having acquired 
admission rights, these agencies were less reluctant to be responsible for the 
onward placement of patients after discharge. Such an integration of services 
has not been realised elsewhere since then, but Macmillan’s service remains a 
remarkable example of what can be achieved. 

Other attempts towards some integration were made. One of the most notable 
was in West Cornwall after a joint initiative in 1959 from the local authority 
and the local geriatric and psychiatric services (Donovan et al, 1971). Here 
local authority representatives met regularly with those from the hospital and 
provided purpose-built residential homes, while the medical base was a joint 
psychiatric/geriatric assessment unit opened at Barncoose Hospital, Redruth 
in 1968. 

Efforts such as these to co-operate across statutory boundaries underline the 
need for formal studies of the possibilities of collaboration between the many 
agencies coming into contact with the demented elderly - a point which has 
been stressed as a key issue in policy and discussion documents (DHSS 1972; 
Office of Health Economics, 1979; Royal College of Physicians, 1981), 
However, the nature of collaboration is not always made clear. Booth (1981) 
and Wistow (1982) define two types: 

1. joint working or sharing of facilities; 

2. co-ordination of services. 

One of the arguments in favour of specialised psychogeriatric services is that 
one or more consultants are identified with particular responsibility and time 
for liaison with other agencies. The DHSS has commissioned research in 
Southampton and Manchester to compare links between these various 
agencies. 
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The Southampton team is approaching the end of its three-year project in 
which detailed studies have been carried out in a health district with a 
comprehensive psychogeriatric service and in a district without such a service. 
The project included: description of the services available; a survey of elderly 
people newly referred to psychiatric, geriatric and social services; case-studies 
of demented people over a six month period; in-depth interviews with a 
selection of 100 service personnel involved with these cases in each district. 
The team also carried out a separate study of collaboration in planning by 
interviewing a selection of people involved in it at various levels of health and 
social services, and by examining factors underlying or undermining joint 
planning. 

The focus of the study was the interviews with the service personnel in which 
particular attention was given to their views on links with other services. 

The data were analysed by service sectors, ie psychiatric, geriatric, community 
health, social services area teams, residential homes, etc., examining 
collaboration both within and between sectors. 

The results of this study cast some doubt on possible preconceptions about 
collaboration. In the first place, it is a considerable oversimplification to state 
that problems arise because of lack of integration between health and social 
services, or between community and hospital-based services. In this study, 
links were evaluated both positively and negatively within and between such 
‘natural’ divisions: Examples of very good links - evaluated positively by both 
sides - were found across health and social services. Examples were between 
psychogeriatric services and residential homes, and between psychogeriatric 
services and private homes. On the other hand, links between hospital-based 
services were not always good. Within the community, primary health care 
teams were found to have good links with social services in some areas, but 
poor in others. Even within some sectors there was variation in the degree of 
integration, which was reflected in agreement/disagreement on operational 
policy. Furthermore, evaluation of collaboration was not always mutual. 
Thus the total picture in each district was a complex patchwork of varying 
amounts of accord and discord. 

More uniformity was found, however, in identifying what was appreciated 
about other services. The psychogeriatric service itself was praised almost 
without exception by community health, by area teams, by local authority and 
private homes, and by geriatric and general hospital services. In part this was 
due to the fact that the individual consultants made themselves well known, 
went around on a regular basis, and gave advice and encouragement in all the 
above settings. However, much more than this, concrete services and back-up 
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were offered, and could be relied upon in an emergency to take over the care of 
a case. Doctors came out within hours of a request for help. Thus 
collaboration was seen as good because the psychogeriatric service provided 
resources when the other service was unable or unwilling to do so itself. 

In the other health district it was the geriatric service which was most praised. 
It had available beds, with the turnover to be able to offer a service to the 
demented, whereas the psychiatric service was not considered to have the 
necessary resources. General practitioners often referred patients to the 
geriatricians in the first place, sometimes disguising dementia under physical 
problems. The acute general wards did the same, and the geriatricians in part 
accepted the situation. In the same district the staff of the EMI home was well 
satisfied because the consultant psychiatrist visited regularly and gave a good 
service, exchanging residents with his own patients where appropriate. This 
contrasted strikingly with the nurses in the long-stay geriatric wards and other 
local authority homes who resented being abandoned with wandering, 
aggressive, demented patients. 

It is of interest that in the first district the one aspect of the specialised 
psychogeriatric service that was criticised was its handling of elderly 
dementing people living alone in the community and without regular carers. 
The policy of the service was, after making a domiciliary assessment, to leave 
continuing responsibility with the primary health care team and social 
services, with an eye to eventual admission to local authority residential care. 
As the case studies showed, problems were likely to ensue in such instances. 

The conclusions of this project in Southampton may be summarised: 

i. Perceived good links with a service do not necessarily mean 
collaboration in the sense of joint working. In fact a ‘good’ service may do 
the opposite, by taking over exclusive care. 

ii. Joint assessment of people living in the community by personnel from 
different sectors hardly seemed to occur. Case conferences were not popular 
with all, nor was the multidisciplinary assessment panel for admission to 
local authority residential care in the district popular with the specialised 
service, as it was seen by some as being too remote and bureaucratic. 

iii. While an integrated service does not necessitate joint working, it does 
require agreement, within an overall policy, on differentiated areas of 
responsibility. Without such agreement, conflict arises, eg with the 
specialised psychogeriatric services regarding the demented living alone in 
the district. Regular liaison meetings between psychogeriatricians and area 
teams were invaluable in ironing out these and other disagreements, such as 
the issue of compulsion versus persuasion. 
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iv. Finally, the professionals concerned were realists who recognised that 
dealing with shortage of resources by whatever available means was more 
important than achieving collaboration in some ideal sense. It was striking 
that many felt that they were carrying a workload more properly belonging 
to others: psychogeriatric for geriatric and vice versa; day hospital for day 
centre; social service for health service; and community health for hospital 
and residential care. Private homes could also be included in one district 
where they had recently expanded to compensate for deficiency in the 
number of local authority homes. A great need was identified in both 
districts for more day care, for more nursing staff in day centres and 
residential homes, and for more domiciliary services. 



C. CONCLUDING REFLECTIONS 

For the future in Britain there are two important areas to be considered. The 
first involves a more detailed and systematic study of the most appropriate 
and humane prosthetic environment. The work of Enid Levin and David 
Jolley mentioned above, has identified both what is wrong and what is best 
about present services. These studies clearly indicate where improvements 
could be made within existing structures, but is it sufficient to provide only 
more of what is already available? It is a humane assumption that the 
optimum surroundings are those which most closely resemble the home in 
which the demented person would have chosen to live were he or she 
unimpaired. But the goal of a prosthetic environment also implies a need to 
seek environmental and biomedical means of compensating and alleviating 
deficits inherent in the dementing illness. The use of ergonomic, electronic and 
other technological advances should be an objective of the research. 

All this ought to entail a considerable degree of flexibility to take account of 
the diversity of needs and wishes of different individuals; but there is a strong 
temptation to favour a planner’s normative, ideal environment because it is 
easier to implement. However, if this temptation is resisted and the more 
flexible approach adopted, the criticism from some quarters that policy 
towards the demented elderly in the community is too paternalistic and 
coercive loses its force. 




provision usually arise at the functional rather than the adminstrative level. 
As the Southampton study has shown, enterprise on the part of individual 
doctors, social workers and other care-givers is likely to be more valuable than 
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some ideal administrative structure unifying health and social services. But 
the known tendency of administrative bureaucracies is to employ current 
solutions already familiar, rather than innovative ones. The cumulative 
message of the research here described is that the role of administration, 
insofar as it exercises control over those working with clients and patients, 
should be to enable and facilitate new enterprise. Where the elderly demented 
are concerned, innovation fed into the system by those coping daily with 
clients should itself become a standard and recurrent solution. By this means, 
both the limitation and possibilities of community care could be tested and 
identified realistically, thereby enabling more successful responses to one of 
the growing medical and social problems which has resulted from that 
increased longevity which is a hallmark of the 20th Century. 
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9 Resource implications of community care options 

KEN JUDGE 
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KEN WRIGHT 



This paper addresses two broad strategic questions in relation to the care of 
the elderly in the community: 

1. How should resources be redeployed in this field of social policy? 

2, To what extent do the available mechanisms for resource allocation help or 
hinder such redeployment? 

The first question is obviously about policy analysis and the second about 
policy implementation. In the many body of the paper we will deal with each in 
turn, but before reviewing what we know about them from existing research 
we will rehearse briefly the nature of the problems encountered in trying to 
think clearly about them, so as to generate an appropriate set of criteria by 
which to judge the theoretical and empirical foundations of current 
knowledge and beliefs. 

The first thing we need to be clear about is what is meant by resources. The key 
distinction is between real and financial. Real resources are people, buildings, 
food, fuel, clothing, drugs, etc., and these are ultimately the resources that 
matter. Financial resources, on the other hand, though merely an artefact 
through which people are given control over real resources, are extremely 
influential and pervasive. But it is important to maintain a very clear 
distinction between the two, because: 

a. not all real resources are paid for, so a mere counting of ‘expenditure’ may 
understate all the resources used or needed by an activity; 

b. some financial transactions such as taxes and social security payments are 
not measures of real resource use at all, but are ways of redistributing the costs 
already incurred elsewhere ie they are motivated by ‘equity’ rather than 
‘efficiency’ considerations; 

c. once it has been decided how we want real resources deployed we then need 
to think carefully about which financial arrangements are best to provide 
suitable incentives for efficient behaviour, yet not conflict what with is 
regarded as fair or equitable. 

Unfortunately these two objectives do often conflict. 
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Since money is a mere artefact, shortage of money is also a mere artefact, 
which may blind us to the underlying reality (eg valuable real resources lying 
unused). A major role of economics is to penetrate ‘the veil of money’, and it is 
especially important to do so in the present context, where there is a strong 
tendency to regard public expenditure as the central constraining ‘resource’, 
when it is really a mechanism of resource allocation , more relevant to the 
second question than to the first. Being ‘short of money’ is not like being ‘short 
of trained social workers’, for in principle the former can be cured overnight 
by the stroke of a pen (although in practice constraints will be imposed by 
government policies and preferences regarding taxation and the public sector 
borrowing requirement) while the latter may take several years to put right, 
even were quite a lot of money devoted to obtaining the real resources neces- 
sary to achieve it. Hence the first important criterion to apply to any statement 
or study is ‘what is the notion of resources that is being used, real or financial, 
and is it the appropriate one?’ 

There are many interesting economic lessons to be learned from the analysis of 
income support programmes for the elderly with respect to income distri- 
bution, labour market participation, capital accumulation and economic 
growth (Danziger et al, 198 1). For our purposes, however, we have chosen to 
concentrate our attention upon the demand and supply of resources for the 
elderly in the fields of health and social care rather than income maintenance. 

If we are to answer the first of the two questions posed at the outset, we need to 
be clear about 

— the objectives of policy; 

— the effectiveness of different real resources in achieving them; 

— the sacrifices involved in taking those real resources away from their 

existing uses. 



Thus a well-founded study which purports to inform priorities must deal with 
all three. The mode of thinking which encompasses them is cost-effectiveness 
analysis (based on a production relations approach), and in principle it entails 
the following steps: 

a. the derivation of measures of effectiveness which properly reflect the 
objectives of policy; 

b. the identification of the link between the resources used in each alternative 
under investigation, and different levels of effectiveness (a problem not 
peculiar to cost-effectiveness analysis, but present in all evaluative work); 
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c, an estimate of the costs (ie forgone benefits) incurred by taking these real 
resources away from their most valuable alternative use. 

Note that all of these calculations are to be made ‘at the margin’ (ie over the 
range of variations actually involved, which will usually not be ‘all or nothing’ 
but ‘a little more or a little less’) and that the choice of options for appraisal 
limits the applicability of the findings. Since it is in principle impossible to 
answer question 1 without a wide range of studies of this kind, then policy is 
necessarily ill informed and insecurely based if such studies do not exist, or 
other types of study are used instead. Common forms of alternative studies 
which purport to inform policy in this field but which are, in fact, incomplete 
cost-effectiveness studies, are those which 

i. compare costs with costs and ignore effectiveness; 

ii. compare effectiveness with effectiveness, and ignore costs; 

iii. inadequately specify options, and the links between input and output, 
so that their relevance to policy is severely impaired from the outset by 
weak overall design, even though both costs and effects are properly 
included and appropriately measured. 

Thus the criteria to be applied to studies which purport to answer question 1 
are extremely demanding. Such studies are also in short supply. Even those 
which do exist raise many taxing methodological and practical questions. 

Studies of resource allocation systems may also be divided into two categories 
- those that work directly on real resources (eg manpower); and those that 
work through financial allocations (which may be general, or earmarked for 
specific kinds of real resource ... eg buildings or equipment or staff only). The 
criteria to be applied to different mechanisms concern 

a. the assignment of authority to redeploy resources . . . ie who are the budget 
holders and what range of resources do they control? 

b. what are their objectives (officially and unofficially) and how do these 
relate to the strategic objectives of the system? 

c. what penalties or rewards does the system generate to encourage 
conformity with strategic objectives? 

Underlying these questions is the inescapable problem that in a complex 
system it is impossible for the centre to gather promptly and process efficiently 
all the relevant information, so delegation of responsibility is essential. In a 
poorly designed system of delegation the different ‘actors’ are given con- 
flicting (and possibly ambiguous) terms of reference; power is separated from 
responsibility; information is inadequate or misleading; and incentives are 
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perverse. These are the symptoms of malaise we shall be looking for in the 
existing systems of resource allocations, and their relationships to each other. 



POLICY ANALYSIS 

Care services for the elderly pursue, either explicitly or implicitly, a number of 
goals or objectives: they seek to reduce loneliness, to boost morale, to provide 
shelter, warmth and nutrition, to improve health status, to enhance social 
interaction and so on. The ‘success’ of a service is thus conceptualised in terms 
of the extent to which these policy objectives are met or approached. In recent 
years an increasing amount of research has been focused both on the 
identification and conceptualisation of these policy objectives, and on the 
measurement of improvement along one or a number of constituent 
dimensions, where improvement includes ‘reduced deterioration’. We may 
define the degree of success of a care unit or agency in meeting its policy 
objectives as the final outputs or effectiveness of care. It is also useful to define 
intermediate outputs as the provision of care services per se. Thus, intermediate 
outputs are “measures of what the personal social services are doing for their 
clients, as opposed to the effect which this has on them”. (Institute of 
Municipal Treasurers and Accountants, 1972, p. 6). 

Policy or service objectives are rarely discussed without explicit or implicit 
reference to a set of factors thought to have an impact upon their attainment. 
The range of characteristics believed to have such an impact is clearly vast. 
These factors or characteristics can be arranged for convenience into three 
groups, although ‘successful care’ is more a product of the interaction between 
and within groups than a product of the separate influences of individual 
factors. First, personal characteristics such as sex, age, dependency and 
personality, individual and social background, have been stressed in research 
studies. Secondly, there is the social environment or caring milieu (eg regime, 
social control, privacy, stimulation, interaction, and the attitudes, assump- 
tions and role perceptions of the carers). Thirdly, there are the physical 
resources, principally staff and capital. We may then define the resource and 
non-resource inputs into care. 

Resource inputs are the conventional factors of production distinguished in 
economics, and in the present context include the staff, physical capital, 
provisions and other consumables. 
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Non-resource inputs are those determinants of final and intermediate output 
which are neither physical nor tangible. Obvious examples are characteristics 
of the social environment and of clients themselves. 

The distinction between resource and non-resource inputs is an important 
one. Many of the influences of the resource inputs upon final outputs are 
mediated through and by the non-resource inputs. For example, the 
potentially detrimental influences of a poorly designed residential home may 
be ameliorated by a particularly supportive or stimulating caring environ- 
ment. Some of these resource inputs enter the financial accounts of a caring 
agency, but not necessarily in a way which reflects their true opportunity 
costs. Thus, the basic premise of the production of welfare approach (discussed 
in more detail in Davies and Knapp, 1981, and Knapp, 1980) is that final and 
intermediate outputs are determined by the way in which the controllable 
resource and non-resource inputs are combined, given the externally deter- 
mined values of other such inputs. That the various inputs are generally highly 
intercorrelated should be no cause for concern; the production of welfare 
approach is quite capable of disentangling these intercorrelations and, indeed, 
uses them to good effect in the development of policy recommendations. The 
production analogy holds at three levels - for the individual, for the facility or 
care unit, and for the social services agency or authority. 

This production of welfare approach provides a firm basis for the examination 
of efficiency and equity aspects of care. Efficiency is obtained when the 
maximum output or effectiveness is achieved from given amounts of resources 
or expenditure. Alternatively, it can be defined as the achievement of the 
minimum cost (minimum expenditure of resources) to obtain a given degree of 
effectiveness. In both cases the configurations of relevant non-resource 
influences on effectiveness should be taken into account. Equity is obtained 
when the allocation of resources or services to individuals or areas is in 
accordance with some concept of ‘fairness’ expressed in terms either of the 
receipt of services perse or of their implications for effectiveness. Both of these 
desiderata can be defined in terms of either final or intermediate output, 
although in virtually all circumstances the former is preferable. 

Efficiency analysis is essentially the comparison of inputs and outputs. The 
nature of the comparison will be determined in part by the purpose of the 
analysis, in part by the underlying conceptual framework, and in part by the 
information or data that is available. Inputs can be measured at three levels; in 
their ‘natural units’ such as the number of staff or minibuses; in terms of 
accounting costs; or in terms of opportunity costs. Accounting costs are the 
expenditure figures that appear in the accounts of care facilities and 
authorities. However, these are less useful than opportunity costs figures, 
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which measure the benefits forgone in the employment of all resources, 
whether or not directly employed by the care facility and whether or not they 
have market prices. Thus, for example, the opportunity costs to a middle-aged 
woman of caring for her aged mother in her own home may be the income that 
she forgoes by not working, together with the ‘psychological costs’ of strain. 

To ignore these privately-borne costs when computing the costs of domiciliary 
care, for example, will be very dangerous and will give misleading policy 
indications. Economists generally attempt to express all opportunity costs in 
monetary terms in order to reduce them to a common denominator. The 
reason for preferring opportunity costs to the more straightforward 
accounting costs is simply that the latter do not generally reflect the true 
values that society places on the resources used in the production process. 
Many of the inputs used in caring for the elderly are simply not bought or sold 
on the open market and would not, therefore, appear on the accounts of the 
care facility or authority; and for those resources that are offered for sale on 
the market there is no guarantee that market prices reflect social valuations. 

Ideally, when examining the efficiency with which resources are employed in 
caring for the elderly in order to achieve specified objectives, we would employ 
opportunity cost and final output measures. The technique which does this is 
cost-effectiveness analysis. In many circumstances, however, the researcher or 
policy-maker does not have the time or resources to gather such compre- 
hensive (and expensive) information, but instead has to make the best use of 
less ideal data. One fairly common and undemanding data configuration - 
information on accounting costs and intermediate outputs - has given rise to a 
number of cost function analyses. (Of course, cost function analyses may be 
conducted with other data configurations - including opportunity cost and 
final output information, when the technique becomes virtually indis- 
tinguishable from cost-effectiveness analysis.) 

Ideally a cost function is the estimated relationship between the total cost of 
providing a service and the outputs of that service. This total cost will be 
influenced by a number of other factors, including the prices of resources 
employed, the size of the facility, the characteristics of clients, the arrange- 
ments and organisation of care (including the so-called ‘social environment’ 
within a facility), the sector within which the facility is located (if one is 
looking at public, private and voluntary facilities), and certain wider-ranging 
factors, outside the control of the facility, but perhaps within the control of the 
authority. Actual cost functions have almost invariably used intermediate 
output measures (such as available places) rather than final output (ie 
effectiveness) and in this form have a number of practical uses and have been 
employed in a number of contexts. There is insufficient room here to discuss 
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these tully but further details, including partial reviews of earlier work, are 
given in Knapp (1981 & 1982). 

The information needs of a proper cost-effectiveness analysis are considerably 
more demanding. The (opportunity) costs and effects of two or more 
alternative services or policy initiatives are compared and the alternative 
which achieves the greatest effectiveness for given cost (or the least cost for 
given effectiveness) is to be preferred. Effects and costs which fall to or upon 
any member of society are to be included and are to be measured in some 
common units to allow comparisons to be made. The complexity of this 
particular technique of appraisal can be judged by the sheer volume of intro- 
ductory, intermediate and advanced textbooks dedicated to the subject (eg 
Drummond, 1980; Sugden and Williams, 1978). Cost-effectiveness analysis 
takes account of social costs and social benefits in attempting to provide 
answers to such questions as; 

What care service is more appropriate in given circumstances? 

When should care be provided? 

Where should care be provided? 

To whom should care be provided? 

How should care be provided? (Williams, 1974). 

One of the most oft-quoted objectives of care of the elderly in Britain during 
the post-war period has been a preference for domiciliary over institutional 
care. It might therefore be both instructive and useful to examine how cost- 
effectiveness analysis can be and has been applied in the examination of the 
‘choice’ between institutional and domiciliary care. Two qualifications are 
immediately required. The terms ‘institutional’ and ‘domiciliary’ have been 
chosen to be deliberately vague and thus to cover a variety of service packages 
and arrangements. Second, residential and non-residential services are not 
mutually exclusive or independent. This has both practical and technical 
implications but does not alter the basic tenor of this discussion. 

The first stage is to separate the projects to be evaluated. In the present context 
that means specifying the exact nature of the policy choices facing care 
providers. For many old people there is really no choice as to the mode of care 
required from amongst those currently available and thus there are no 
alternative forms of care to be compared for these clients. Quite clearly we are 
working here within the constraints of the existing range of care services; 
untried and untested innovations are disregarded simply for ease of 
exposition. Even when there are alternative services for some elderly people, it 
is not always clear that they are actually comparable in terms of effectiveness. 
In other words, for residents who might be considered to be ‘largely 
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independent’, the alternative domiciliary care that could be provided must be 
comparable to the residential provision. Problems arise when significant 
benefits or effects cannot be fully assessed in the manner described here. 

This leads on to the more general point of the most useful policy question for 
the analysis to address. In this context it is probably most useful to ask: for 
which client or clients is domiciliary care more cost-effective than residential 
care? This marginal or incremental approach has a number of advantages. It 
accords with the reality of caring systems in that policy changes are themselves 
constrained as to be only incremental or marginal; it conforms with the 
assumptions upon which the cost-effectiveness analysis approach is based; 
and it leads on naturally and consistently to questions regarding the develop- 
ment of care services and the ‘optimal balance of care’ (Mooney, 1978). It also 
takes on board questions regarding the desirability or cost-effectiveness of 
providing domiciliary care to delay admission to residential care in a way 
which is impossible with other forms of questions and other research designs. 

The next stages of a cost-effectiveness analysis require the listing and measure- 
ment of the costs and output or effects of each of the care services under con- 
sideration. The outputs of residential and domiciliary care services have been 
discussed briefly above and are covered in much greater detail in Wright (1974 
& 1978) in Davies and Knapp (1981) and in Challis (1981). Challis, for 
example, identified seven broad benefit dimensions: nurturance, compen- 
sation for disability, independence, morale, social integration, family 
relationships and community development. These reviews of the literature 
clearly emphasise the inadequacy of those studies of alternatives to residential 
care which naively and dangerously focus solely on dependency and other 
purely functional indicators. On the cost side, the principles of quantification 
and valuation are less controversial, though practice has often been far from 
satisfactory. 

Having faithfully followed the recommendations of the first three stages, we 
would have obtained a series of measurements of costs and effects for each 
service. These must now be combined and compared in order to decide which 
service is most ‘cost-effective’ in which circumstances and for which clients. 
Notice that client preference or the preferences of client’s ‘significant others’ 
have not been disregarded, for these should appear in the definition and 
measurement of final outputs. 
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The way in which this mass of information is reduced to a set of policy recom- 
mendations is complicated and not totally unambiguous and this is certainly 
not the place to attempt to describe it in any detail. The final output measures 
for each individual have to be reduced to a single composite measure, or a 
conscious decision has to be made to accommodate multiple outputs in the 
decision process. The latter is effected either by ‘removing’ some of the com- 
plexities by examining interrelationships with the help of a suitable 
multivariate statistical technique, or by leaving judgements as to the relative 
weighting of the output dimensions to the policy-maker, though of course 
providing suitable guidance as necessary. The comparison with costs may 
then be undertaken, though the way in which it is done will clearly be 
dependent upon the extent to which the final outputs have been reduced to a 
small number or single dimensions. There is unfortunately no single source 
which fully discusses all relevant aspects of this comparison, but the following 
are certainly very helpful: Challis and Davies (1983), Culyer (1978), 
Drummond (1980 & 1981). 
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There have been several attempts at the cost-effectiveness analysis of 
institutional and community care over the last ten years. The main difference 
between these attempts has been in the definition of costs. Some studies have 
used the accounting or financial concept of cost, others have attempted to use 
the opportunity cost concept. The major elements which have to be taken into 
account in comparing the costs of institutional against community care costs 
are listed below: 



Institutional Care Costs 



Community Care Costs 



Capital 

Running 

Personal consumption of residents 



Housing (for people living alone) 
Services received 
Personal consumption 
Informal help 



The explanation of their use can be found in any of the cited works 
(particularly Wager, 1972 or Mooney, 1978). 

The degree to which each of these major elements of costs have been used in 
different studies is set out in the accompanying table. The study by Plank in 
the London Boroughs and the one by Opit in Birmingham are based mainly 
on accounting costs. Many of the studies omit the capital cost of hospital 
facilities. This is probably a reflection of the way in which capital is treated as a 
‘free’ good in the NHS and is one of the problems of basing costing studies on 
accounting methods with their marked asymmetry of treatment between 
‘revenue expenditure’ and ‘capital expenditure’ (Perrin, 1978). Other studies 
attempt to apply the opportunity cost concept. Only that of Ferguson and 
Bagnall in Humberside (1979) has attempted to cost the informal help 
element. In addition, there are the ‘balance of care’ models for the care of the 
elderly which are based on the expenditures of the health and personal social 
services only and do not take into account the personal consumption elements 
or the capital costs of hospital or the costs of informal care (DHSS, 1980) and 
are not really developed into the cost-effectiveness framework. 
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Costs used in the comparative studies 







Hospital 




Residential Care 




Community Care 




Location and 
Author 


Capital 


Running 

Cost 


Persona! 

Consumption 


Capital 


Running 

Cost 


Personal 

Consumption 


Housing 


Personal 

Consumption 


Services 


Essex. 

Wager, 1972 


Not included in 


the study 


Yes 


Yes 


Yes 


Yes 


Yes 


Yes 


London Boroughs. 
Plank, 1977 


Not included in 


the study 


Yes (a) 


Yes 


No 


Yes (b) 


Yes 


Yes 


Birmingham. 
Opit, 1977. 


No 


Yes 


No 


No 


Yes 


No 


Yes (c) 


Yes 


Yes 


Aberdeen. 
Mooney, 1978 


Yes 


Yes 


No 


Yes 


Yes 


No 


Yes (d) 


Yes 


Yes 


Humberside* 

Ferguson & Bagnail, 1979 


No 


Yes 


No 


?* e > 


Yes 


No 


Yes (c) 


Yes 


Yes 


Yorkshire, Midlands & 
London. 

Wright et al., 1981 


Yes 


Yes 


Yes 


Yes 


Yes 


Yes 


Yes 


Yes 


Yes 



* This study was the only one to include costs of informal help provided 



Notes: 



(a) included as interest charges 
^ (b) included as public expenditure flows 

(c) included as amount spent on housing (eg rent, rates) 



(d) based on rateable values 



Printe 



.(e) not clear from study whether capital counted as interest payments 

d image aigmseaby tne University of Southampton Library Digitisation Unit 



All the studies tend to come to the same conclusion on costs. The cost of com- 
munity care is below that of comparable institutional care for most of the 
people in each sample. However, for some very disabled people, the costs of 
community care exceed those of institutional care. All these studies have 
difficulty in interpreting results in a way which is helpful to planning the care 
of the elderly because they lack information on the relative benefits as well as 
the costs of care. One of the major interpretative problems is to decide whether 
lower costs imply greater efficiency or greater neglect. Both Plank and Opit 
stress that the costs of their community care samples are depressed by the poor 
provision of domiciliary services. Other studies are concerned that the 
difficulty of costing informal help makes it very difficult to compare 
institutional care costs with community care costs for the very dependent 
elderly, since the costs of community care vary as much as with the coping 
ability of principal helpers as with the severity of disability in the old people. 
The major area of agreement is that the costs of community care tend to 
approach those of local authority residential care where the old person lives 
alone and needs help with the daily routines of preparing meals, shopping and 
light housework (Mooney, 1978; Wright et al, 1981). Such conclusions concur 
with studies which have examined the factors leading up to admission to 
residential care (eg Avon County Council, 1981). 

On the whole, cost-effectiveness analysis has suffered from an over-concern 
with costs and a lack of concern with effectiveness. It is to be hoped that this 
imbalance will be redressed in the future and more research sponsorship will 
go to the measurement of effectiveness. 



More generally, the resource effects of future policy also need urgent consider- 
ation. The White Paper on ‘Growing Older’ (DHSS, 1981) has set out a 
general message that the role of the state has to become “an enabling one, 
helping people to care for themselves and their families” (para 6.10). Such a 
policy has important implications for shifting the emphasis of policy analysis 
away from the technology of supplying resources towards a greater under- 
standing of the nature of client demand. At the moment we know very little 
about how the changes envisaged will affect public or private behaviour. 



A useful next step in strategic policy appraisal would be to establish a rigorous 
model for working through the interactions of various alternative broad 
assumptions about future demographic structures, employment patterns, 
productivity growth, target living standards for the dependent population and 
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levels of public sector responsibility for consequent transfers, in cash or in 
kind, between the different segments of the population. Key elements in the 
present context will be the effects of the age structure and changing social 
attitudes upon the ‘demand’ for care; also the effects of changing household 
composition, the role of women, and patterns of labour force participation 
upon the ‘supply’ of care. Such an approach would give some idea of the pos- 
sible magnitude (and timing) of the changes that have to be brought about (or 
allowed to happen) if the two are to be brought into equilibrium. These policy 
scenarios would then have to be discussed openly to test out public reactions. 
It is in this kind of context that we believe it is worth investigating in general 
the extent to which people are conscious of the phenomena associated with 
ageing; the various risks involved (financial, social, medical) and how averse 
they are to each of them; and where they think the primary responsibility 
should lie for meeting each of them. 



POLICY IMPLEMENTATION 

Three different kinds of mechanisms influence real resource deployment: the 
policy/planning system; the budgeting system; and some direct real resource 
controls (especially with respect to manpower). The last two should be directly 
determined by the first, but it will be evident that they are to a large extent 
independent of each other, and none of them is very effective when required to 
concentrate upon a particular client group (eg the elderly in the community). 

The proceeds of taxation are channelled through to the services relevant to the 
elderly in the community in a complex and inconsistent fashion. The Treasury 
distributes spending power through the PESC system to both the DHSS 
(separately for health and social security) and to the DOE for distribution to 
local authorities through the rate support grant. The DOE channel through 
local authorities is fairly straightforward but it must be remembered that local 
authorities draw in funds of their own through charges for services and the 
rating system. They also have powers to borrow funds to meet capital 
expenditures. The capital expenditure plans of local authorities are subject 
initially to the control of the relevant central government department; DHSS 
approves the capital expenditure plans for local personal social services. 
However, once these plans have been agreed within their appropriate blocks, 
the local authorities are allowed to combine the agreed sub-totals into one 
major block of capital expenditure which is disbursed according to local 
priorities. Therefore, the personal social services capital expenditure plan 
approved by DHSS may in the end bear no relationship to the capital works 
actually carried out. 
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The DHSS social security channel is also fairly straightforward once the 
formal distinction between the pseudo-actuarial National Insurance Fund 
and purely tax-financed supplementary benefits systems is recognised. 

The NHS network is, however, much more complex. DHSS allocations to 
RHAs flow through three separate channels: the RAWP formula for current 
expenditure (by far the largest); an ad hoc system for capital allocations; and a 
(small) earmarked allocation for joint financing. This threefold separation is 
continued at the Region-to-District stage, but without a RAWP formula, and 
the Districts then fund (most of) the hospital services (excluding Regional 
services and specialties, and combined responsibility for ambulance services). 
Family practitioner services are directly funded (on an open-ended basis) by 
the DHSS, independently of these other channels. The joint financing funds 
eventually manifest themselves in some NFIS community services or local 
authority social services, and the Regions, District and local authorities also 
support parts of the voluntary sector. 

The relationship of these financial channels to policy-making and real 
resource use is not clear-cut. Decisions about social security are taken at 
Cabinet level and effectively implemented directly from the centre. But NHS 
‘priorities’ are not really set by the DHSS, because although RAWP makes 
extra provision for the elderly, and the DHSS, through the NHS planning 
system, may generate pressure in the same direction, neither of these 
mechanisms is decisive. The same is true at RHA and DHA level, since the 
utilisation by the elderly of various services within the NHS depends to a large 
extent on GPs who, in principle, act as ‘gatekeepers’ to the other services. Yet 
they are not part of the planning or resource allocation system which 
determines their structure, nor need the GPs themselves feel bound by 
‘official’ policy at DHSS, Regional or District level. Health Care Planning 
Teams may propose, but others dispose. 

The same is true of the NHS/LASS interface, where Joint Care Planning 
Teams, supported by the ‘lubricant’ of joint financing, have a similar 
facilitating role. 

Within the local authority sector there may or may not be good coordination 
at an administrative level between housing and social services departments, 
but at least the ‘primary’ practitioners, the social workers, are likely to be 
susceptible to influence from local policy, and should have clear lines of com- 
munication to LA social services. GP/social worker contact is likely to be 
much more variable, as is the relationship of both to voluntary and private 
services. 
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What this sketch indicates is: 



(a) The multifarious nature of the channels by which finance flows through 
the system, with differing criteria applied and incentives generated in each 
channel; 

(b) the variable scope for policy integration or co-ordination at each level, 
and the rather distinct roles of finance, administrative and professional staff; 

(c) the extent to which a client-centred approach cuts across the ‘natural 
grain’ of service organisation. 

Thus the strategic mix of cash-versus-kind is in principle resolvable only at 
Cabinet level, and the strategic mix of NHS and LASS provisions at District 
level, though whether in practice any such strategic decisions could effectively 
be implemented is open to doubt. The co-ordinated deployment of the various 
services at client level depends on the chance of well-informed, effective, 
strongly motivated and co-operative practitioners ‘in the field’ who are able to 
make the system work despite its structure. Thus, the research to be reviewed 
here will be that which bears on these tensions, eg cash versus kind; the 
interaction of the planning system and the budgeting system; and experiments 
with cross-cutting budgetary responsibilities. 

Most policies for the elderly require the use of resources, but it must be 
emphasised that the utilisation of resources and the implementation of 
policies are determined not only by the manner in which resources are sup- 
plied, but also by the way in which they are demanded. In other words, 
modifying the behaviour of actual or potential recipients of resources can be 
at least as important as technical improvements in resource allocation 
mechanisms for the achievement of policy objectives. As we suggested above, 
future policies for the elderly might depend as much on changing individuals’ 
perceptions of their own responsibility for personal welfare as they do upon 
modifying the supply of tax-financed resources. In this section, however, we 
shall concentrate upon conventional methods of resource allocation and, for 
convenience, we make a distinction between inter-agency and interpersonal 
resource allocation. The former refers to the planning and budgeting of 
financial resources within and between agencies, whereas the latter is con- 
cerned with the distribution of real resources to elderly clients and patients. 

Policy planning for the elderly is supposed to be dominated by PESC, which 
has recently fallen into disrepute, having been seriously undermined by the 
excessive emphasis on cash limits and the shortening of planning horizons. It 
is now alleged that PESC is unable accurately to quantify the resource costs of 
policy objectives. In fact, it is widely held that statements of policy contained 
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in the annual Public Expenditure White Paper are no longer supported by the 
spending projections. A specific example will help to illustrate the point. 

It is widely acknowledged that the maintenance of existing levels of health and 
personal social services for the relevant populations requires increasing levels 
of real expenditure because of demographic and other social trends. In the 
personal social services, for example, the DHSS have assumed for some time 
that 2 per cent growth in real expenditure per annum is necessary to maintain 
standards. However, in evidence to a Select Committee of the House of 
Commons, Webb and Wistow (1982) have argued that this estimate . . is at 
best a well-informed guess; at worst it is an entirely arbitrary figure which has 
become ‘ institutionalised ’ in successive planning rounds' \ Furthermore, after a 
detailed consideration of the resource needs of the elderly, they conclude that 
the policy objective of maintaining standards of service has not been achieved. 
In short, Webb and Wistow present a convincing case for believing that the 
quality of information available to central government for policy planning is 
very poor and that as a result the signals sent out to field agencies are 
misleading. 

The social care needs of the elderly vary considerably between areas, but these 
are not always reflected in the administrative and political budgetary pro- 
cesses which allocate local authority resources to service provision for the 
elderly (cf. Judge, 1978, ch.5). Variation in the standards of provision between 
areas is a consequence of local communities determining their own priorities, 
but the extremes of territorial injustice are tempered because the rate support 
grant (RSG) exercises an important influence on the availability of resources 
to meet the needs of the elderly. Moreover, recent changes in the estimation of 
grant-related expenditure (GRE) for clients and services - which determines 
entitlement to RSG - helps to make explicit the assumed distribution of 
resources in support of the elderly. 

The allocation of central government grants to local authorities is based upon 
the ‘unit cost method’: the estimation of the number of people in various client 
groups and variations in the average cost of providing them with appropriate 
services. The guiding principle for the method of allocating grants to the 
elderly is that elderly people with similar needs should have equal oppor- 
tunities of access to the benefits of social services, regardless of where they live. 
Three separate stages are required to calculate grant entitlement: the 
estimation of the numbers of clients in need-homogenous groups for each 
area; a judgement about an appropriate standard allocation of services to each 
need group; and an estimate of variations in the cost of provision which are 
beyond the control of service delivery agencies so that compensation can be 
included in the grant for legitimate cost-raising factors. An illustration of the 
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principles and operationalisation of this methodology is described by 
Bebbington and Davies (1980). 

Probably the most satisfactory aspect of the present methodology is work on 
the first stage - the estimation of client numbers, based on social surveys des- 
cribing the characteristics of the elderly living in the community and on the 
statistical technique of synthetic estimation. The precise calculation of unit 
costs and judgements about service allocation plans are more problematic, 
but research currently in progress suggests that the methodology will be much 
improved in the near future. The calculation of unit costs for the elderly will be 
greatly enhanced by the development of a new generation of cost functions of 
the kind described above. This work is particularly useful for the 
identification of cost-raising factors which are beyond the control of local 
authorities. At the same time, variations between areas in the availability of 
non-financial resources should be taken into account. Current work in 
progress, for example, includes attempts to estimate the propensity of com- 
munities to generate informal welfare provision. Similarly, the quality of 
judgements about the services needed for clients with particular need 
characteristics should be enhanced by future research. At the moment 
normative service allocation plans are the product of professional consensus, 
whereas, in principle, they should be informed by the evaluation of the 
effectiveness of different packages of care to clients with a variety of physical, 
psychological and social characteristics. Such work is currently being 
designed and it will be informed by the production of welfare model outlined 
earlier. 

The availability of resources for the care of the elderly at local level depends 
not only on expenditure by the public agencies but also on the availability of 
voluntary and private services and the strength of informal care networks. So 
far as the public sector is concerned, we have to take into account expenditure 
by local authorities, local health districts and family practitioner organ- 
isations. The organisation and financing of these services is exceedingly 
complex and fragmented. Voluntary services may receive funds from public 
agencies and access to them may depend at times on the approval of people 
working in the statutory services. Access to private forms of care and informal 
care networks may well depend on knowledge of the services and people avail- 
able, as well as the ability to pay for private help. Not only does this mean that 
it is extremely difficult for an old person to know which agency is responsible 
for which service, but also that a considerable effort has to be made at the pro- 
fessional level to co-ordinate policies if specific objectives are to be achieved. 
Generic responsibilities complicate the co-ordination and access problems 
still further. 
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The present system of finance and budgeting probably hinders rather than 
helps the co-ordination of policies, since it reflects all the potential problems 
of traditional budgeting systems which have been well documented over the 
last ten years (Williams, 1978; Perrin et al, 1979). The present splintering of 
administrative responsibility means that agencies will tend to pursue their 
own rather than common objectives. The introduction of cash limits will 
encourage agencies to concentrate upon traditional stewardship functions 
and to minimise the costs falling on their own budgets. The incentives in the 
system are pointing towards the avoidance rather than the development of 
services, to frustrate rather than co-operate with other agencies and to pass 
costs on rather than accept new responsibilities. 

Two co-ordinating devices have been established to counteract those 
incentives towards separate development. One of these is joint-financing, 
which enables health authorities to finance local authority projects or services 
for a limited period. The other is the joint care planning system, which 
attempts to develop a co-ordinated local plan for the care of the elderly. The 
effectiveness of both these devices varies enormously from one authority to 
another. Generally, however, joint-financing is concerned with individual 
schemes or projects, not with policy as a whole. Joint care planning is con- 
cerned with policy as a whole but has no financial responsibility. Thus, there is 
no local focus of planning the care of the elderly which combines budgetary 
responsibility with strategic planning. 

Although there are to be further extensions of the use of joint-financing, there 
has been little or no policy initiative or research activity focused on the 
problems of splintered administrative and financial responsibility. Some 
recently commissioned work indicates, however, how important is col- 
laboration in the development of comprehensive policies for care (eg Wade 
and Sawyer, 1982; Webb and Wistow, 1982), and it will be interesting to see if 
their recommendations about future collaboration are accepted by policy- 
makers. However, even this work is no substitute for experimentation with 
programme budgeting methods which focus on all the resources being used on 
the care of the elderly in a locality, irrespective of organisational boundaries. 

The crucial criteria which ought to influence the distribution of resources to 
clients and patients are equity and efficiency. The achievement of the former 
requires the most careful assessment of relative needs, whereas the pursuit of 
the latter requires that budget holders have comprehensive cost information 
about the resources at their disposal, together with sufficient incentives to 
guide their effective deployment. However, too often the administrative, 
bureaucratic and organisational barriers have been major constraints. The 
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challenge for the future, therefore, is to devise resource allocation mechanisms 
which make the best use of scarce resources at this interpersonal level. 

One example of a mechanism designed to ensure that resources are more 
equitably and efficiently distributed can be found in the community care 
projects based upon a prototype developed in the Thanet area of Kent. In 
recent years, the growing cost of residential care for the elderly and rapid 
increase in the numbers of frail elderly people has prompted a variety of 
searches for new patterns of long-term care. However, a main problem has 
been lack of co-ordination between the various formal and informal carers 
who are essential to the development of an integrated system of community 
care. Such a system will not occur spontaneously. On the contrary, it requires 
conscious creation and continual monitoring. Unfortunately, none of the key 
actors involved in conventional social care provision has the organisational 
incentives to assume the responsibility for the overall case management which 
is required to match all of the available resources to the particular needs of 
individual clients. 

The Community Care Scheme pioneered in Kent attempts to overcome these 
problems by establishing one of the few documented examples of successful 
case management in British social care. The social workers, who act as the case 
managers in the scheme, have considerable autonomy which provides them 
with an opportunity to develop a ‘problem-orientated’ rather than a ‘service- 
orientated’ approach to their clients. Each elderly person admitted to the 
scheme has been assessed as being on the margins of entry to institutional pro- 
vision. There is a budget constraint for each client equivalent to two-thirds of 
the cost of a place in a residential home. The social workers are provided with 
shadow price information about conventional statutory provision such as 
home helps or meals on wheels which, if used for their clients, is notionally 
deducted from the budget constraint. The crucial factor, however, is that the 
scheme encourages social workers to make sensitive assessments of the needs 
of clients and the availability of community resources before using their 
budget flexibility to overcome crucial gaps in the overall package of care 
required by particular individuals. In other words, case managers have oppor- 
tunities to make the most effective use of statutory services; to interweave 
them with informal caring systems; and to recruit suitable local helpers to 
meet the unsatisfied strategic needs of the frail elderly, so establishing the final 
element in an integrated package of cost-effective care. Careful evaluation 
based upon a quasi-experimental design indicates that the Thanet Community 
Care Scheme produces higher levels of client welfare at lower cost than con- 
ventional provision (Challis and Davies, 1981). 
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CONCLUSIONS 



The resource aspects of caring for the elderly seem to dominate official debate, 
yet there is surprisingly little research in which the economic (or even the 
financial) aspects are central or even significant. Of the 60 or so research 
synopses circulated as part of the preparatory material for the Norwich 
conference, 6 or 7 (at most) could be said to be of this kind. Not more than half 
of these were apparently conceived in a manner recognisable as appropriate to 
a proper economic evaluation. In addition, there are some descriptive studies 
which include (selected) resources amongst the items scheduled (eg staffing 
levels): but amongst the more ambitious evaluative studies, costs are rarely 
considered in a manner which is more than peripheral to the main thrust of the 
study. 

What explains this remarkable discrepancy between the content of policy 
debates and the content of research? We offer the following series of 
hypotheses as a means of directing attention to possible sources of 
breakdown: 

1. policy makers do not believe (or recognise) these problems as being 
researchable; 

2. they do, but do not want to know; 

3. they would like to know, but cannot wait; 

4. they are willing to wait, but the research commissioning process is just not 
up to it; 

5. the commissioning process is fine, but the research community in general 
have better (ie more enjoyable) things to do than cost-effectiveness studies; 

6. the research community in general would be delighted to do cost-effective- 
ness studies, but cannot find any economists interested (or congenial) enough 
to take on board as colleagues to do such work; 

7. cost-effectiveness studies, even when carried out, are written up so in- 
comprehensibly that policy makers could not respond sensibly to them even if 
they wanted to, so they have become disillusioned. 

There may well be some truth in each of these assertions; and if it is accepted 
that we need more cost-effectiveness studies, the implication is that each of us 
should be prepared to devote some effort to reducing the significance of 
whichever of these weaknesses lie within our respective realms of action. It 
may well be that only persistent, pervasive, counter-pressures will ever yield 
the type of study that is so obviously needed in this field. 

As regards implementation mechanisms, priority should be given to field 
experiments in which resource-allocators (wherever they may be) are given 

188 



Printed image digitised by the University of Southampton Library Digitisation Unit 



different remits, face different incentives, and have differing scope for action, 
with these variations made in a systematic manner, monitored and evaluated 
by some independent agency or team of researchers. It would be particularly 
valuable to experiment with case-managers as budget-holders, and to create 
agencies with responsibilities for the support of the elderly in the community 
with a budget which could be spent on NHS or DHSS or voluntary services for 
the elderly, so that suppliers of services faced well informed ‘agents’ working 
on behalf of clients, without loyalties or obligations to particular services. 

In short, there is plenty of scope for exciting, imaginative, and intellectually 
demanding work in setting up, monitoring, and evaluating alternative systems 
of resource allocation designed to support the elderly in the community, and 
to determine how far, and in what circumstances, this is cost-effective. But it 
requires a rather more fundamental understanding of costs and benefits, and 
the purpose of budgets, than is being inculcated by the current obsession with 
cash limits and the public sector borrowing requirement. 
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10 Some current and future issues in the social care 
of elderly people E. matilda goldberg 



This chapter is not intended to be a summary of summaries though I shall take 
account of pointers to future research and development which arise from the 
foregoing discussions and from my own recent explorations of evaluative 
research in the social care of old people (Goldberg and Connelly, 1982), Four 
topics will be considered. First I want to touch on some of the inevitable 
contradictions that inform thinking and practice about the care of old people 
in our society today. Secondly, I should like to explore some basic questions 
relating to current social trends which demand much thought, discussion and 
investigation. In contrast, I want thirdly to draw attention to a few of the 
issues and research findings which do not need further extensive study but 
require developmental work designed to bring about changes in policy and 
practice. Finally, I want to point to some areas which call for various types of 
action research in social care practice and policy in the near future. 



CONFLICTING PERSPECTIVES ON OLD AGE 

One idea in particular permeates much of the writing about old people and is 
strongly articulated in the preceding chapters: older people, it is affirmed, vary 
in their life-styles, experiences, personalities and preferences as much as do 
other age groups. This awareness should be ever present in our dealings with 
old people and inform our explorations and the questions we ask. Yet, as 
Butler so clearly points out (Chapter 7) although lip service is paid to 
variation, ideal -type solutions are often proposed. We weigh segregation 
against integration in relation to housing or leisure, dependence-inducing 
service delivery is contrasted with ways of helping people to preserve their 
independence; activity fanatics who would like to see old people busily 
occupied most of the time collide with those who think that putting one’s feet 
up and seeing life go by is quite an appropriate life style in advanced old age. 
Yet clearly one of the most difficult life tasks in old age is to combine 
appropriate withdrawal from some activities with continuing participation in 
others. Those who care for old people need to strike a sensitive balance 
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between helping them gradually to ‘close their accounts’ as it were, and 
reinforcing both their own desire and external opportunities for continued 
activity and involvement. 

Negative stereotypes about old age as a period of decline, alienation, non- 
participation and passive reception of ‘services’ are often deplored and 
criticised by sociologists and social care personnel who at times almost deny 
the realities of physical and mental deterioration. Medical scientists and 
practitioners on the other hand often appear so preoccupied with the 
inevitable deterioration of function that they are almost blind to the compen- 
sating social mechanisms that can be called into play. One might wish that the 
optimism of the social scientists who recognise the ‘social construction’ of 
many current stereotypes and beliefs about old age could be merged with the 
biological realism of the medical profession. In other words more cross- 
fertilisation and multi-disciplinary research and practice are badly needed. 

Another distortion in thinking about old age, as social scientists on the 
political left are quick to point out, is that many social service professionals 
tend to see negative and positive aspects of ageing largely in individual terms. 
If only older people could be encouraged to be more self-reliant, and stand up 
for their rights; if more opportunities could be created for their social 
participation and for the cultivation of interests and mutual help, then old age 
could become as rewarding as other phases in the life cycle. Such views tend to 
ignore the dominant structural characteristics of Western society in which 
people are recognised by their status and by what they do, rather than what 
they are; where participation in the production process is considered 
paramount and wisdom derived from experience has low currency. It is also a 
world of rapid changes in fashions, technology, and customs - in marriage for 
example - which render out-of-date, if not redundant, many contributions 
older retired people might usefully make in a more slow-moving society. 

Many socially conscious citizens demand that more resources should be put at 
the disposal of older retired people - better pensions, improved and expanded 
personal social and health services and so on. But what about the shrinking 
economically active section of the population who have to support not only 
the growing proportion of older people, but also possibly a permanently high 
proportion of unemployed citizens? How many of the resources available can 
reasonably be directed towards the maintenance and care of the old? As Judge 
and his colleagues remarked in Chapter 9 “Future policies for the elderly 
might depend as much on changing individuals’ perceptions of their own 
responsibility for personal welfare as they do upon modifying the supply of 
tax financed resources”. Few researchers concerned with the social services 
who point to the large gaps between need and provision have addressed these 
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uncomfortable basic questions of how the gross national product is to be 
divided among the different sections of the community and how different 
political decisions will affect the scope of caring activities. 

There is another uneasy area of conflict which masks deeper unresolved 
problems: social care professionals are often taken to task for their com- 
parative neglect of, and lack of insight into, the problems of their elderly 
clients and for their concentration on the welfare problems of younger 
families. Perhaps the reasons for these preferences are not far to seek: while all 
of us have experienced childhood and adolescence and a large majority also 
marriage and parenthood, the years of gradual decline leading to death are 
viewed from the outside and possibly feared and pushed out of consciousness. 
Even some of the papers in this volume, while testifying to a conscientious 
spirit of enquiry and concern, convey an uncomprehending remoteness from 
the objects of their studies as though old people were a different species, 
despite assurances to the contrary. One can detect a much warmer feeling of 
identification when the plight of younger family carers is being discussed. 

So perhaps we should conclude this symposium by acknowledging that old 
age is a problematic and often painful stage in the human life cycle, full of 
ambivalent and conflicting pulls. Although younger people want to make 
generous provision for pensioners, to recognise their past contribution and to 
reciprocate for the nurture they received when young, these intentions are 
inevitably in conflict with the impatient and selfish desire to claim as much 
space and as many resources as possible for themselves. The literature of the 
world bears rich testimony to this conflict. Realistic acknowledgement of the 
economic, social and psychological factors that limit or even impede choices 
for the care of old people may in the long run serve older people better than 
euphemistic pipe dreams. 



LONGITUDINAL AND CROSS-SECTIONAL STUDIES OF 
AGEING 

In the preceding chapters authors have frequently stressed that the growing 
literature on the social care of the elderly is mainly concerned with the 
problems and crises created by the physical and mental decline and mounting 
dependency of advanced old age. Much less is known about the concomitants 
of successful adaptation to ageing, and how the discomforts of the ‘pre-death 
phase’ could be - if not avoided - postponed and shortened. We do know one 
important fact: that good material conditions tend to reduce morbidity and 
prolong life (Black et al, 1982), Many participants at the Norwich Seminar 
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propounded the need for longitudinal studies but recognised that such 
investigations will have to allow for many variants of adaptation within 
different social contexts over long periods of time, will be very expensive and 
require long term institutional support. The attrition rate would probably be 
very large, as other longitudinal studies have shown. Also, the possibility of 
rapid social changes could render any results obsolete or irrelevant within a 
comparatively short time. For example, if within the next decade an answer 
were to be found to coronary heart disease or lung cancer in men, this would 
transform the social experience of old age as we know it. There would be fewer 
lonely and depressed widows, but the greater longevity of men would pose 
formidable additional social and medical care problems. 

Hence it is worth giving serious thought to medium term studies, extending 
over five to ten years, addressed to specific questions. For example, do people 
who obtain assistance and advice in their preparation for retirement make 
better adaptations to retirement than people in comparable occupations and 
social circumstances who have not had these opportunities? Are younger 
pensioners who are involved in helping older and frailer people more able to 
ask for help when their turn comes than those who are not part of helping 
networks? How is comparative success or failure at work related to con- 
structive and satisfying activity in retirement? 

Could studies of medical records over time illuminate the hypothesis often 
advanced that good or poor social and psychological adjustment in younger 
years is a predictor of adjustment in old age? Perhaps most important, could 
more resources be devoted to medium term studies of ‘good risk’ groups 
among older people? Power in his volunteer experiment among old people 
over 75 in Weston-super-Mare observed that 20% were healthy, well-adjusted 
and mobile when first assessed; two-thirds of them were still living healthy and 
independent lives on follow-up two years later (Power and Kelly, 1981). This 
‘sparkling’ group contributed 3% to the mortality of this sample after two 
years, whereas those who initially were the least mobile contributed 40% to 
the mortality. What are the associated physical, social and personal character- 
istics that contribute to the continuing health and mobility of an appreciable 
minority of very old people? 

While the above questions and many others need to be approached through 
medium term longitudinal studies, cross-sectional local community studies 
can also enlarge our understanding of the processes which influence cultural, 
social and individual adaptations to old age, especially if anthropological 
perspectives and skills are used. Townsend’s study in Bethnal Green ' The 
Family Life of Old People’ (1957) and Clare Wenger’s forthcoming study 
‘ Getting on: support networks in old age ’ carried out in rural North Wales are 
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two milestones in this direction. Townsend some thirty years ago opened the 
eyes ot many to the contrast between the abrupt retirement of working class 
men who lose status, mates, a place to be and almost their raison d’etre , and 
women whose roles as housewives, mothers and neighbours flow along un- 
interruptedly though gradually diminishing in vigour and scope. Wenger 
observed an impressive variety of adaptive and coping strategies among 
elderly people in small rural settlements in North Wales. Ingenious reciprocal 
arrangements about transport and access to goods and services were in use 
and old people were as likely to help as be helped. Wenger thus conveys a 
much more positive and dynamic picture of the social interaction between old 
people, their relatives, friends and neighbours than the usual head counting of 
broad social surveys which lack this interactive context. 

Like her famous anthropological predecessor Elizabeth Bott (Bott, 1968) 
Wenger illuminates the interconnectedness of networks - not of marital 
partners as did Bott - but of carers and those cared for. A hypothesis which 
has also emerged in social work practice and well worth further empirical 
investigation is that in order to keep very dependent and disabled persons 
afloat in the community, a primary caring network needs to be buttressed by 
secondary networks which may fulfil comparatively minor instrumental and 
expressive functions. The statutory services can constitute one such secondary 
reinforcing agent as well as other informal sources of help. 

More locality studies of the ‘social embeddedness’ (Wenger, 1983) of older 
people are needed, both to enrich our understanding of their social circum- 
stances and also in order to make material and psychological support as 
relevant as possible. Important and informative though the increasing studies 
of organised neighbourhood care are, we still need to learn more about natural 
neighbouring and friendship patterns and what the unspoken norms of 
expectation of mutual help and support are in different geographical 
neighbourhoods, in different ethnic groups and social classes. 



IMPLICATIONS OF CHANGING FAMILY PATTERNS 

The functions of primary and secondary helping networks will also be 
decisively shaped by the current changes in patterns of family life, as was 
repeatedly mentioned in the foregoing chapters. There is general awareness 
that the family still carries the lion’s share of the social care of their elderly 
members, in particular for those who are very frail and helpless. Increased 
mobility, shrinking families, fewer spinsters, the fuller participation of older 
women in the labour market and their growing rejection of the ‘taken for 
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granted’ caring role may seriously reduce the scope of family support in the 
future. Perhaps most important: how will the increasing divorce and 
separation rate among younger and middle aged couples affect the care of 
parents and grandparents? The basic question to be explored is whether the 
loosening of marriage ties will inevitably be accompanied by a loosening of 
parent/child ties. Hence extensive as well as intensive studies of these 
profound changes in family life and their consequences not only for children 
but also for elders are urgently needed. 



INCOME, WORK AND CARE 

Last but not least the future tenor of old people’s lives will depend greatly on 
their material circumstances. On the face of it the future material prospects of 
pensioners should be greatly improved by the introduction of the 1975 Social 
Security Pensions Act which adds an earnings related and inflation-proof 
pension scheme to the flat rate state pension for all those retiring after 1978. 
Ermisch and others have calculated that when the new earnings related 
pension has matured more fully, a couple retiring around the year 2000 - only 
17 years from now - could have a net pension income, after tax, reaching 
nearly 100% of their net final earnings (Ermisch, 1982). Most of these will be 
owner-occupiers with the option of converting part of the value of their homes 
and possibly other assets into further pension income. 

But the reverse side of this possible golden age for those in their middle fifties 
or younger is the continuing low income of those who retired before 1978 and 
were not in inflation-proof occupational schemes like civil servants and many 
other public employees. This means in particular those in manual occupations 
or with broken employment records, many women with broken careers and 
part-time jobs, and many old widows and divorced women. (Nor should one 
forget the growing numbers of unemployed people.) So, between 25% and 
30% may still need means-tested supplementary benefit, and they will be the 
older olds, often frail and disabled and in general not as suitably housed as the 
younger retirees. In a recent symposium on Retirement Policy in the Next Fifty 
Years (Fogerty, 1982) Ermisch and others judged - as did the House of Com- 
mons Select Committee on Social Services (1982) - that some equalising 
measures will have to be instituted to remedy this glaring discrepancy. There 
are also general doubts whether these ambitious plans can be sustained in a 
stagnant economy with high unemployment. 

Meanwhile what do these two nations of elderly people signify for the social 
care picture of the future? On the one hand there are the vigorous, healthy, 
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well-housed and relatively affluent newly retired of whom many will still be 
able to make a positive contribution to society. Yet compulsory retirement - 
possibly at 63 in the future - and structural unemployment threaten to cut 
them off earlier and earlier from doing so as paid workers. More flexibility in 
retirement policies, while desirable when seen from the perspective of older 
people, will restrict opportunities for younger people even more. The other 
alternative is a fundamental but gradual reorientation towards ‘work’ in 
contrast to ‘employment’, as expounded by Dahrendorf in his BBC Lectures 
(Dahrendorf, 1982). Such a reorientation will face young and old alike, since it 
is clear that technological changes will require a much smaller labour force to 
keep us housed, fed and clothed, even if increasing resources are devoted to 
the service, caring and communication industries. It is as yet difficult to 
discern what anticipatory research and experiment can contribute to these 
formidable challenges of the future. Meanwhile, systematic studies of the pro- 
cesses, successes and failures of working co-operatives run by older people, of 
mutual help schemes and the like could yield valuable lessons, especially for 
the younger olds. 

On the other hand there is (as already said) a growing very elderly population, 
many of them still poor and increasingly sick and frail. The resources for their 
care will be in short supply, in skilled manpower, possibly in family support 
and certainly in residential places. One suggestion often made is that the 
‘younger olds’ could help the frail and often lonely ‘old olds’. Already about 
one-third of volunteers helping elderly people consists of retired people, most 
of them women. The challenge to which action research could supply answers 
is how to attract more men to voluntary activities that engage their diverse 
skills, abilities and interests. It needs to be stressed however, that exploring 
ways of increasing and enriching mutual help among older people is to be 
regarded as a complement and not a substitute for the provision of more and 
varied statutory resources for the social care of very old and disabled people. 



IMPLEMENTATION OF FINDINGS 

In contrast to the broader social trends just discussed which pose baffling 
problems and demand a great deal of thought, discussion and basic explor- 
ation, there are a number of practical issues emerging from cumulative 
research findings which call for changes in policy and practice rather than 
further extensive study. I can only indicate some of the areas here. 

In the field of domiciliary care sufficient evidence has been produced by a 
variety of studies (Goldberg and Connelly, 1982) and innovative schemes 
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(Ferlie, 1982) to consider functional and structural changes in the home help 
and meals services. For instance, it has been suggested that their closer 
integration into area teams of social services departments could eliminate un- 
necessary separate hierarchies and barriers to communication and ensure a 
more unified approach to the problem of matching care to need. Alter- 
natively, radical technical changes (eg provision of frozen meals) could lead to 
a sensitive specialised meals assessment role complementing area team 
activity. Extensive studies by Butler and his colleagues (Butler et al, 1983), 
Tinker (forthcoming) and others in this country and by Lawton ( 1980) in the 
States have given us sufficient information about the current situation and 
developments in housing old people and also about their own preferences to 
enable central and local government to formulate appropriate housing 
policies. It should now be possible to calculate the proportion of different 
types of facilities needed in different types of localities - single ordinary living 
units, units with certain adaptations and facilities, sheltered housing, conver- 
sions to enable people to ‘stay put’ and so on. 

How many more surveys will need to be carried out, one wonders, to make it a 
matter of political and public concern that a large proportion of general 
practitioners are unaware of the prevalence of psychiatric disorders among 
their elderly patients and to point to the seriousness of this state of affairs, 
since general practitioners are the principal gate-keepers to specialist medical 
and social services? Action rather than further research seems to be indicated. 
For example, crash courses could be planned for general practitioners and 
social service personnel which would at least enable them to recognise early 
cases of dementia and other forms of psychiatric disorder where intervention 
can still lead to alleviation of symptoms and to a considerable easing of the 
burden on carers. Findings from some of the studies described in this book 
could be fed into these courses, indicating useful approaches to intervention 
and support. 

Enough is now known about the plights and attitudes of carers who look after 
mentally and physically frail old people to initiate an overhaul of the criteria 
for obtaining attendance allowances, to extend the right to claim invalid care 
allowances to married offspring and also to consider possibilities of tax relief 
for family carers. Evidence is forthcoming (Levin et al, 1983) that domiciliary 
support to carers of old people suffering from severe dementia can sub- 
stantially delay admission to residential care and measurably improve the 
mental health of the carers. Such findings as well as general experience suggest 
that the rules still obtaining in some local authorities that no home help should 
be provided to households containing an ‘able bodied female’ may prove 
costly in monetary as well as health terms. The case has also been made for the 
provision of a wider range of flexible respite services. 
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Finally, sufficient evidence has accumulated to suggest that more attention to 
and investment in systematic problem-oriented assessment procedures is 
essential if help is to be matched to individual need and optimal use made of 
scarce resources. Studies have also shown that lack of regular re-assessments 
and monitoring procedures leads to ever greater discrepancies between need 
and care and points to the necessity to devote more resources to regular 
monitoring procedures. 



INTERVENTION RESEARCH 

Many questions thrown up by recent research in the field of social care for old 
people need further applied practice research. Only a few possibilities can be 
considered here. Many of these future studies will have to be concerned with 
the effectiveness and efficiency of social care. The general public, service pro- 
viders and users want to know what is being achieved with the considerable 
resources that are being devoted to the care of old people. Are these resources 
distributed on a reasonably equitable basis - do those in greatest need get the 
largest share of the cake? And most importantly, what impact do the services 
have on the well-being of their users? 



MONITORING 

The best means of answering the first question of accountability is a well 
thought out monitoring system. The aim of monitoring is to discover how 
service resources including professional skills are used in relation to different 
problems presented and aims pursued. Without a continuing process of 
determining who gets what, and with what results, rational planning of 
services is hardly possible, nor can a reasonably accurate account be given to 
those who supply the resources. Yet few systematic monitoring systems 
operate in the personal social services. Even the first tentative development of 
such a monitoring system designed for social workers and applied in one area 
office over the course of one year only raised large questions about the use of 
manpower, the uneven distribution of resources as between client groups, the 
appropriateness of methods of intervention, the deployment of social work 
skills, the organisational division into intake/short term work and longterm 
work and so on (Goldberg and Warburton, 1979). 

The lack of monitoring systems has meant that we have little idea how much 
services are geared to clients’ changing needs and to what extent they achieve 
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equity or ‘territorial justice’, for example whether clients with similar 
characteristics and needs receive a similar amount of home help wherever they 
happen to live. Several ad hoc surveys in different areas have shown that this is 
not the case. Still less do we know what impact services are having on the lives 
of individual users, on specific target groups or on whole local communities. 

There are other difficulties: whenever monitoring procedures are introduced, 
although many model themselves on the system mentioned above, classi- 
fications and categories are freely adapted for various specific purposes . But if 
policy makers are to take serious notice of the ensuing results and if com- 
parisons between areas and regions are not be misleading there is an urgent 
need to carry out reliability and validity studies of these instruments. So far 
researchers and practitioners in the community care field have shied away 
from such attempts. Yet provided that a monitoring instrument has under- 
gone sufficient testing in different field situations and makes sense to a variety 
of practitioners, it can easily be tested further in a wider national context. 
Dummy cases, and the monitoring forms and instructions could be sent to 
practitioners in different parts of the country in order to assess their agree- 
ments and disagreements on the classifications of ‘problems’ and the field- 
work processes and outcomes. Such studies have been successfully carried out 
in the difficult field of mental ill-health on an international basis, and need not 
consume very substantial financial resources. 

Theoretically monitoring information should continually inform policy and 
practice. However, resistance to change is a ubiquitous phenomenon; hence 
effort will have to be invested in experimenting with imaginative forms of 
feedback that make sense to resource providers and care givers and stimulates 
them to think in terms of the most effective use of resources - including cost - 
in relation to service objectives. Another way of arousing more interest in ends 
and means may be greater devolution of responsibility, including some budget 
control, to field level as pioneered by the Kent Community Care projects. The 
cost involved in operating monitoring systems has been cited as another 
obstacle, since they require a certain amount of ‘thinking time’, clerical 
support and computer time. However, if such a system is built into the 
administrative structure of a social service agency, it could lead to a simpli- 
fication of record-keeping and possibly to a reduction in administrative costs. 
One of the most promising developments in the social services, namely the 
informal type of patch-based service delivery, presents difficulties for formal 
monitoring, since it relies less on officially processed referrals and more on 
informal community contacts where the very concept of ‘referral’ may not be 
meaningful. However, the need for accountability remains and requires 
further thought and enquiry. 
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EFFECTIVENESS STUDIES 



While a consistent ‘in house’ monitoring system can determine trends in client 
characteristics, demands for services, and service responses, and can give 
some indication of achievement of objectives, it cannot accurately test the 
relative eflectiveness of specific intervention programmes or service delivery 
systems. Such studies require comparative situations in which inputs and 
outcomes of different types of intervention can be assessed by outside and 
independent observers. However, data derived from monitoring exercises can 
provide baselines for further operational research and outcome studies and 
can indicate areas in which such studies are vitally necessary for the 
development of soundly based policies. For example the monitoring exercise 
already cited documented the extent to which social services departments have 
become providers of information and signposts to other agencies and services. 
The question then arises whether these information functions are best carried 
out by the social services departments, and if so, how they should be 
organised. Would strengthening the advice bureaux in the voluntary sector be 
a more effective solution? Such questions can best be answered by examining 
experimentally alternative ways of providing information services. Another 
question arising from monitoring and descriptive studies is how and where in 
the organisation of services specialised knowledge and skill can make their 
optimal contribution. 

Many issues concerning the relative effectiveness in different situations of 
voluntary, semi-voluntary and statutory help, their interweaving and co- 
ordination, await further exploration, as do many questions surrounding 
decentralisation of services and the claims that are being made for patch 
organised service delivery. 

Meanwhile, experiments of opportunity should be exploited wherever they 
offer themselves. At present a variety of statutory and voluntary agencies are 
embarking on innovatory schemes providing intensive support for very old 
frail people in the community. These situations are being tackled by very dif- 
ferent methods in different areas - from the Kent Community Care scheme 
with its emphasis on case management through delegated budgets for specific 
clients, to different ways of expanding home help and community nursing 
services, to local resource centres with residential facilities, to informal 
voluntary neighbourhood schemes (Ferlie, 1982). Even rough comparisons of 
methods, outcomes and costs of these different approaches could pay high 
dividends at this stage of development. 

However, before the effectiveness of various types and mixes of intervention 
can be validly and reliably assessed, more research needs to be done on 
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relevant and acceptable operational definitions of all the three essential 
elements of the evaluation process: problem or need definitions; descriptions 
of input; and outcome criteria. Succinct problem categories will have to be 
developed in terms of social functioning and situational problems rather than 
by disabilities or psychiatric labels. We need clearer descriptions of methods 
of intervention supported by tape or video recordings, supplemented in 
institutional contexts by systematic observations. Contacts with other 
agencies and informal networks are further important ingredients of input. In 
day care or residential situations the regime, daily practices and client/staff 
interactions also form part of the input, as do characteristics of helpers in all 
settings. The hardest task of all is to develop specific operational and at the 
same time sensitive and appropriate criteria of outcome. Improvements in the 
material environment and in physical functioning are relatively easy to 
capture, but even in this area there is no agreement on the common use of well 
validated measures of physical functioning and dependency. Adequate 
criteria of social functioning pose greater difficulties, although in this sphere 
good measures of psychiatric disturbance, for example, are available. 
Subjective feelings of well being and life satisfaction present the greatest 
challenge. Do the morale and life satisfaction scales in use actually measure 
what they purport to measure? In order to be convincing they need to be 
validated by careful observation and unstructured interviews. In what circum- 
stances can they be applied as measures of success and failure of specific 
methods of intervention? These and similar tough and relevant method- 
ological questions need to be tackled. 

Promising beginnings have been made in all the areas discussed in a number of 
recent descriptive, monitoring and experimental studies (especially in the area 
of residential care) but so far practitioners and researchers in this country have 
contributed comparatively little to the development of these essential 
measuring tools, and as already indicated insufficient work has been done to 
test the reliability and validity of any measurements that are being used. 
Unless time, skill and money is being invested in developing appropriate tools 
we cannot tackle the evaluative jobs that confront us. 



COLLABORATION BETWEEN SERVICES 

Lastly, a subject that urgently needs more systematic action research is that of 
collaboration between services, especially between the health and personal 
social services. At present collaborative arrangements usually depend on the 
enthusiasm and commitment of individuals. No general mechanisms or 
principles have as yet emerged - as far as I am aware - which transcend these 
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individual hit and miss methods and which create a structural framework for 
co-operation. It is certain that without such a framework the problems and 
preoccupations of old people cannot be tackled successfully. A number of 
promising initiatives have been pioneered, such as psychiatric consultations in 
area offices focused on mental disorders in old people; improved joint assess- 
ment procedures in psycho-geriatric cases; all-round check ups by a multi- 
disciplinary primary health care team on people’s 75th birthday- a stage when 
disabilities tend to increase - experiments to ensure continuity of appropriate 
home care after discharge from hospital, and so on. Thus we do not lack 
innovation and experiment in socio-medical collaboration, but we do lack 
systematic developmental work which would help to transform these 
scattered innovatory experiments into generally acceptable and reasonably 
cost-effective routine practice. Experimentation is also needed to develop 
appropriate organisational frameworks at local level for planning, promoting 
and monitoring collaborative services. 



CONCLUSION 

It is obvious from this and the foregoing chapters that the challenge which the 
growing numbers, especially of very old people, presents to those who care for 
them (either formally or informally) has found a lively and imaginative 
response in innovative experimentation and in research. Much remains to be 
done in the way of public discussion, policy decisions and enquiry, 
particularly in view of other profound concurrent changes taking place in 
Western industrial society. However, it cannot be stressed too often that a 
good deal is known both about the needs of older people and ways of meeting 
them. Much of this empirical knowledge is not being translated into practice, 
partly owing to the ubiquitous phenomenon of resistance to change and partly 
because resources are lacking. However, I should attach equal importance to 
two other factors. First, insufficient thought and resources are being devoted 
to replication and developmental work following promising research findings. 
Secondly, many of those responsible for training social care professionals are 
themselves insufficiently equipped and motivated to consume research and 
innovative experiments critically and imaginatively and so to create a climate 
in which research, experimentation and enquiry are recognised as essential 
tools for building knowledge and informing practice. 
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